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RAY ATLAS OF STOMACH 
ESOPHAGUS AND DUODENUM 
By T. J. J. MEUWISSEN, Eindhoven 


1200 -—"—- subjects with brief case-histories and notes on 
techn que; illustrating notably the varied aspects in different 
stages and postures. 

700 Pp. 


8x 11. £8 15s. 


THE CEREBROSPINAL FLUID 
By Dr. S. LUPS, Rotterdam, and Dr. A. M. F. HAAN 


The nature, eothebeey and investigation of the — ane the 
using it 


methods of diagnosis ; with bibliograph 
6 x 9. 93 illustrations. 


350 Pp. 52s. 6d. 
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A finely illustrated manual by 80 authorities from 20 countries. 
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work is up to date, authoritative, and well ett oy 


2 vols. 6 x 9. 1700 Pp. 1000 illustrations. £5 each, 
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Cleaver-Hume Press Ltd., 31, Wright’s Lane, London, W.8 
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Six articles prepared by a subcommittee of the 
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Reprinted from Tue LANCET with an appendix 
48 pages Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


NTO GENERAL PRACTICE 


A Guide for Beginners and Others 
By J. G. THWAITES, M.B., B.S. 


. gives sound advice about the organization of a Repetition 
and the obligations of a © graseel practitioner under the National 
Health Service.”—British Medicai Journal. 


232 pages 125: 6d. net 
Wm. Heinemann Medical Books ans Gt. Russell-street, W.C.1 
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by 55 Patien 
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Demy 8vo 


Mr. J. COoLson, M.C.8.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 
Demy 8vo Pages 222 +x 8 plates 34 figures 


12s. 6d. net, plus 7d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


THREE NEW VOLUMES 


ANTENATAL AND 
POSTNATAL CARE 


By F. J. BROWNE, M.D., DSc., 


ESSENTIALS 


OF ORTHOPADICS 


Ciba Foundation 
COLLOQUIA 
ON ENDOCRINOLOGY 


By PHizIP WILES, 
F.R.C.S, Ed., F.R.C.0O.G., and J. F.R.CS., F.A.CS. 
MECLURE BROWNE, M.B., BS., Vol. VIII. The Human Adrenal 
F.R.C.S. Ed., F.R.C.0.G. Sécond Edition. Cortex. 


Eighth Edition. 


94 Illustrations. 37s. 6d. 


figures. 


7 Coloured Plates and 393 Text- 


55s. 227 Illustrations. 5&s. 


J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.I 
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Mephenesin, the active constituent of Myanesin preparations, 
was discovered in the B.D.H. Research Laboratories 


ELIXIR and TABLETS 


— 


—S 


In anxiety and allied states 


Allays anxiety, apprehension 
and tension without 
clouding consciousness. 


DOSAGE: one tablespoonful of elixir or 2 tablets 3 times daily 


SS 


In rheumatic conditions 


Its freedom from toxicity 
by the oral route makes it 
suitable for routine use. 


DOSAGE: one tablespoonful of elixir or 2 tablets 3 times daily 


ESS 


SSS 


P . * MYANESIN’ ELIXIR - 8 fl. oz. at 4/6 
Basic N.H.S. prices 4 « s;vangsin’ TABLETS - Bottles of 50 at 6/10 


Each tablespoonful of Elixir contains 1 gramme of 
mephenesin. The tablets each contain 0.5 gramme 


BB 


BEB 


Literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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280 pages. pes 170 illustrations. 37s. 6d. Second Edition. 762 pages. 464 illustrations. 52s. 6d. 
MULTIPLE SCLEROSIS DISEASES OF THE NERVOUS SYSTEM 
DOUGLAS McALPINE, M.D., F.R.C.P., NIGEL D. COMPSTON, By Sir FRANCIS WALSHE, M.D., D.Sc., F.R.C.P. 
.B., M.R.C.P., and CHARLES E. LUMSDEN, M.D. Eighth Edition. 372 pages. 91 iMustrations. 24s. 


310 pages. 


TUMOURS OF LYMPHOID TISSUE 


By GEORGE LUMB, M.D. 


212 pages. 2085 illustrations. 


115 illustrations. 


35s. 


ANTISERA, TOXOIDS, VACCINES AND TUBER- 


CULINS IN PR 


OPHYLAXIS AND TREATMENT 


By H. Jj. PARISH, M.D., F.R.C.P.E., D.P.H. 


37s. 6d. Third Edition. 


E. & S$. LIVINGSTONE LTD., Teviot Place, EDINBURGH 


240 pages. 49 illustrations. 2Is. 
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HENRY KIMPTON’S PUBLICATIONS 


DISEASES AFFECTING THE VULVA 
By ELIZABETH HUNT, B.A., M.D., Ch.B. (Liverpool) 
FOURTH EDITION, REVISED AND ENLARGED 
6” x 10’ 236 Pages 47 \lilustrations and 17 Coloured Plates Cloth Price 3is. 6d. net (Postage 9d. d.) 


‘Crs Ready this Month 


PRACTICAL MANAGEMENT OF DISORDERS OF THE LIVER, 
PANCREAS AND BILIARY TRACT 
By JOHN RUSSELL TWISS, M.D., F.A.C.P., and ELLIOT OPPENHEIM, M.D., F.A.C.P. 
6” x 94” 653 Pages 136 Illustrations and 7 Plates, 3 in Colour Cloth _ Price £5 10s. net 


Ready this “Month 


New (4th) Edition Now Ready 


New Book 


New Book Ready this Month New Book 

A TEXTBOOK OF NEUROLOGY | Edited by ROSCOE L PULLER, AB, M.D 
By H. HOUSTON MERRITT, M.D. | With Twenty Contributors 
6” x{9e” 746 Pages 181 Illustrations and 128 Tables | 6” x 93” 669 Pages 195 Illustrations and 4 Plates, | in Colour 
Cloth Price 90s. net Cloth Price £5 10s. net 
New Book Ready this Month 


ANIMAL AGENTS AND VECTORS OF HUMAN DISEASE 
By ERNEST CARROLL FAUST, A.B., M.A., Ph.D. 
6” xi 9h" 660 Pages 216 Illustrations and 12 Tables Cloth Price 70s. net 


Announcing 


JOURNAL OF CHRONIC DISEASES 
First Issue January 1955 
Editor: JOSEPH EARLE MOORE. Associate Editor: DAVID SEEGAL 
Published Monthly 
Each issue will contain 120 pages of text 
Subeeripten Price £5 per annum post free 


25 Bloomsbury KIMPTON London, W.C.1 


Medical Book Department of Hirschfeld Brothers Ltd. 


NUTRITIONAL 
NEEDS IN MIOTROL-P 


CONVALESCENCE 


Methy! Testosterone 2.5 mg. Ethiny! Ocestradiol 0.005 mg. 
Phenobarbitone 16.0 mg. (5 gr.) 


Convalescents in general require a full well- 


balanced diet. Specific needs vary with individuals, A synergistic combination of androgen 
but it is al t dequate , 
ut it is always important to ensure an adequ a stitene. 


supply of all the essential nutrients. It is now 


known also that it is specially necessary to build up a ; 
.a nutritional reserve before operation. Lack of Specifically designed for control of 
, proper attention to nutrition may be one of the symptoms associated with menopausal 


factors causing a delayed recovery. 4 
disturbances, premenstrual migraine an 


As a dietary source of the B vitamins Marmite . 
has proved particularly useful, as it can readily be tension, dysmenorrhoea. 


included in the menu in a variety of ways. Li fi ded on request 
terature forwarded on . 


MARMITE 


yeast extract 


Obtainable from chemists and grocers LTD. (Medical De 
Special terms for packs for hospitals, welfare centres and schools oxo : ( me) 
Literature on request THAMES HOUSE, LONDON, E.C.4 
The Marmite Food Extract Co., Ltd., 35, Seething Lane 
London, Telephone: CENtral 978! 


— 
TRADE 
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A MEDICAL & SCIENTIFIC CENTRE 


FOR BOOKS, MEDICAL STATIONERY, OSTEOLOGY, CHARTS, 
ANATOMICAL MODELS, WALL DIAGRAMS, ete. 


H. K. LEWIS & Co. Ltd. 


136 GOWER STREET, LONDON, W.C.| 
(Established 1844) 


VISITORS from OVERSEAS or the 
PROVINCES, Medical Librarians, Hospital 
Officers, Research Workers, and Medical 
Students are invited to inspect the large 
selection of books, medical and scientific, 
always available. 


Catalogues sent post free on request. 


FOREIGN BOOKS. Books not in stock 


One minute from Euston Square (Gower Street) 
Station (Underground), adjoining University obtained to order. Titles will . be quoted 
College and near Hospital. on request. Please state. particular interest. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 


Annual Subscription from TWENTY-FIVE SHILLINGS Prospectus on Application 
Subscriptions at special rates for Students at the Medical Schools in London and the Provinces. 
Terms on application. 


Bi-monthly List of New Books and New Editions added to the Library is issued 
free to all Subscribers on request. Every book in the Library is the latest edition. 


THE LIBRARY CATALOGUE revised to December, 1949, containing a 
classified Index of Subjects and Authors recently issued. Demy 8vo. Pp. xii+ 
1152. To Subscribers 17s. 6d. net; to Non-Subscribers 35s. net; postage Is. 6d. 
Supplement 1950 to 1952. To subscribers 3s. net ; to non-subscribers 
6s. net ; postage 6d. . 


Medical, Scientific and Technical. 

Large Stock of Second-Hand Standard Works of all dates. A constantly changing stock of 
Medical and Scientific Literature on view, classified under subjects. Out-of-print and Early 
Medical Books a Speciality. Items not in Stock sought for and reported Free of Charge. 
Large and Small Collections bought. 2 


STATIONERY DEPARTMENT. Cabinets for N.H.S. Records, Medical Certificates, 
Prescriptions Sheets, Visiting Lists, Book-keeping & Case-taking Systems (Cards or 
Sheets), Temperature and other Charts. Note-books, loose-leaf or bound, writing-pads, 
fountain pens, pencils, etc. 


Postal Address for all Departments :— 


H. K. LEWIS @ Ce. Ltd. 
136 GOWER STREET, LONDON, W.C.! 


Business hours : 9 a.m. to 5.30 p.m. ; Saturday to | p.m. 
Telephone: EUSton 4282 (7 lines) Telegrams: Publicavit, Westcent, London 


SSS 
Over 30,000 Titles are included in the Library. 7 
SECOND-HAND BOOK DEPARTMENTS. 
\ 
3 
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Resentment and Hostility 


The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
shown to follow certain emotional disturbances such 

as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by ‘Aludrox’ Amphoteric Gel. 
‘Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 
at which level healing may proceed and the risk of alkalosis 
‘ALUDRO > is avoided. Normal digestion is unimpaired and, in 

‘y Trade P.$ addition, ‘ Aludrox’ provides the physical protection of a 

gel barrier over the surface of the ulcer, thus ensuring 
(Wyeth) a safer environment for the reparative processes. 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 


e bronchial tree 


to provide symptomatic relief o 
bronchial tree both during actual dys- P 4 Reon Cost 
pnoeic attacks of bronchial asthma, and to macists : 
during remissions. Standard Tube of 20 : 3/- 
‘Asmac’ Tablets combine in a o> Dispensing Bottles : 
prescription ‘ official * drugs recognized for 100, 12/-; 500, 52/6; 
their reliability to effect mental sedation, 1000, 102/6 
decongestion, expectoration and broncho- 


dilatation. 


> 
| 


WANDER 


Formula (each Tablet):— 
Allobarbitone B.P.C. .. Ke .. 0.03 g. (0.46 grain) 
Liquid extract of Ipecacuanha B.P. .. 0.02 mil. (0.34 minim) 
Ephedrine Hydrochloride B.P. .. OO1Sg. (0.23 graun) 
Caffeine B.P. .. 0.10 g. (1.54 grains) 


Theophylline with Ethylenediamine B.P. 0.15 g. (2.31 grains) 
Pi, Sl, $4. Permissible on N-H.S. scripts. 


4 
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42 Upper Grosvenor Street, Grosvenor Square, 
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PACKINGS : 

20, 60, 250 and 500 tablets 
each containing :— 

0.01 mg. Ethinyloestradiol 
B.P. 


10 mg. Ethisterone B.P. per 
tablet. 


Tablets Daily—for 5 days—Every 4 Weeks. 


—Menstruation can be expected. 


O 
MENSTROGEN 


Oral treatment of secondary amenorrhoea 


(If no period ensues pregnancy is a likely diagnosis) Literature on request. 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LONDON, W.C.2 Telephone: TEMple Bar 6785/6/7, 0251/2. Telegrams : Menformon. Rand, London 


providing an individual and personal service for the prescribing 
practitioner. The past 123 years have seen many advances in 
medical therapeutics and many changes in the methods of pharma- - 
ceutical manufacture. Hewlett’s have kept abreast of these 
developments and with their modern manufacturing plant and 
aseptic laboratories are well equipped to give that efficient service 
demanded by present-day standards. In addition they have proudly 
maintained, and will continue to do so, the policy conceived over 
a century ago. 


KING GEORGE’S AVENUE + WATFORD * HERTS 
AND AT GLASGOW 


. 
THE o Fo HEWLETT 
C.J. HEWLETT a SON LTD : 
5 ‘ 
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KAYLENE-OL 


(brand of colloidal kaolin B.P. and liquid paraffin) 
in the treatment of Intestinal Leaemia, 
All the products of Kaylene (Chemicals) Limited are in Category 2 


or Category 4 in the Ministry of Health's Classified List, 
and are therefore prescribable on Form E.C.10. 


"Samples and literature on request. 


Increasing demands on the practitioner’s time make the 


rapid control of asthma a matter of primary importance. 
‘ FELSOL has for years been relied upon by doctors in 
4 all parts of the world to which it has been intro- 
duced, for the immediate and prolonged relief it gives in iy 
BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 
safety (even in cardiac cases) without morphia or other narcotics. 


NON-CUMULATIVE 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.!I 


J NY 
\N 
\N 
x 
XV 
X\ 
xi 
x 
XI 
Ri KAYLENE (CHEMICALS) LIMITED 
WATERLOO ROAD, LONDON, N.W.2 
Va 
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EVANS MEDICAL SUPPLIES INTRODUCE 


FOTOGEL 


FOR GENERAL RADIOLOGICAL USE 


A stable microfine suspension containing 1 g. Barium Sulphate B.P. in 1 m.. 
Containers of 2 litres. 


EVANS 


Meoical 


Further details on application from Medical Information Department, 


EVANS MEDICAL SUPPLIES LIMITED 
SPEKE, LIVERPOOL 19, and RUISLIP, MIDDLESEX 


GLANULES 


(ANTI-MENORRHAGIC FACTOR) 


FOR FUNCTIONAL UTERINE HAEMORRHAGE 


Bottles of 25, 50 & 100 
Write for literature to :— 


-THE ARMOUR LABORATORIES 
HAMPDEN PARK, EASTBOURNE, SUSSEX 


Telephone : Telegrams : 
HAMPDEN PARK 740 ARMOLAB, EASTBOURNE 


‘ 
ser 
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PAYNOCIL 


OVERCOMES ASPIRIN IRRITATION 


Paynocil is a new, non-irritant, palatable analgesic 
representing a considerable advance in formulation 
among products of its kind. It combines acetylsalicylic 
and amino-acetic acids in a tablet offering 

the following advantages: 


% It does not cause gastric irritation. i pe 


% It provides the most palatable and 
convenient form of analgesic 
medication. 


PAYNOCIL 


AWALGESIC 


COMPOUND 


é 


% It disintegrates pleasantly and rapidly on 
the tongue ; swallowing with water or chewing 
are unnecessary. 


*% An effective dose of aspirin (10 grains— 
0-65 gramme) is provided in one tablet. 


Packaging and Prices: 
Tubes of 18 tablets. Retail price (inc. Tax) 3/2. 
Dispensing packs of 240 tablets. Basic N.H.S. price 27/1. 


LONG TERM, INTENSIVE USE SHORT TERM OR OCCASIONAL USE 

Because of its non-irritant properties It is equally suitable for the occasional 
Paynocil is ideal in the prolonged analgesia required for headaches or 
aspirin therapy necessary in rheumatoid neuralgia owing to its convenience and 
arthritis. acceptability to all patients. 


Formula: each tablet contains: 
10 grains (0-65 gramme) 
5 grains (0-32 gramme) 


c. BENCARD LTD 
Telephone: ELGar 6681 


PARK ROYAL, LONDON, N.W.10 
Telegrams: Bencarlond, Harles, London 
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All Elastoplast bandages 
NOW HAVE POROUS ADHESIVE! 


Wien the Elastoplast Bandage with Porous 
Adhesive was introduced to the medical pro- 
fession, the demand for it was so immediate, 
so wide-spread, that a priority system of 
supply was necessary. More and more of our 
manufacturing resources were turned over to 
the production of this type of bandage. Now 
demand has increased further to such an 
extent that we have been induced to make all 


Elastoplast Bandages with the Porous Adhesive. 


The reason for this overwhelming demand is 
simple—the Elastoplast Bandage with Porous 
Adhesive represents a most significant 
advance in the field of Elastic Adhesive 
Bandages. It overcomes the main cause of 
plaster intolerance, by permitting free 
evaporation of sweat from the skin. 


Elastoplast 


POROUS ADHESIVE BANDAGES 


Full details from: sMITH & NEPHEW LTD - 


B. P.C 


WELWYN GARDEN CITY + HERTS 


[Marcu 5, 1955 
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Simple, effective contraception 


where secondary occlusive methods 


are unacceptable or impracticable 


CP recep 


10 
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Filling vials 


with vaccine 


The filling of vials with vaccine takes place under 
the strictest sterile conditions. 


Embryonated chicken eggs are used for the culti- 
vation of influenza virus. The insert shows an 
egg after seven days incubation. Note the clarity 
of the blood vessels. 


vitamins - insulin and other 
hormone preparati ~ liver extracts 
vaccines - pharmaceutical specialities. 


Philips-Roxane supply a.o.: 


Influenza-Virus Vaccine 


Pertussis Vaccine 
Pertussis-Diphtheria 
vaccine toxoid 


Pertussis-Diphtheria-Tetanus 
vaccine toxoid toxoid 


PHILIPS-ROXANE strive for A HEALTHY WORLD 


nutritional preparations for man and animal - 
veterinary medicines - radio-active isotopes - anti- 
malaria and hygienic Insecticides 


N.V. PHILIPS-ROXANE PHARMACEUTISCH-CHEM. IND. ,,DUPHAR”, 173 P.C. HOOFTSTRAAT, AMSTERDAM THE NETHERLANDS 
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Prompt Effect Prolonged Action 


Low surface The prompt, sustained 
tension—readily effect of Fenox gives 
The absorbed prolonged relief 
by the mucosa. with small dosage. 


ideal 


| nasal |. fon-Oily - Viscous 
; deconges tant Fenox does not inter- Fenox has 
‘y fere with ciliary the same viscosity as 
+s action and there is mucus and remains 
no danger of lipoid at the site of action. 
pneumonia. 


Non-Irritant = =——Non-Toxic 


Fenox is Free from 


pH-adjusted and undesirable side 
isotonic with the effects—suitable for 
nasal secretion. 1 children and adults. 


j 


For the treatment of 
catarrhal conditions 


FENOX, the only preparation containing phenylephrine 
hydrochloride and naphazoline nitrate, marks an advance 
in the local treatment of catarrhal conditions of the nasal 
passages and accessory sinuses. It exhibits all the 
properties of the ideal nasal decongestant. 


FENOX is supplied in } fl. oz. dropper bottles. 
Basic N.H.S. price 1/8d. 


NASAL DROPS Literature and ‘‘ Patients’ Directions ” pads Git 
are available from the Medical Department, Le 
Boots Pure Drug Co. Ltd. Nottingham. 
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INFILTRATION ANAESTHESIA demands a 
satisfactory spread of anaesthetic solution. 
It is especially valuable in the outpatient 
department in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the enzyme 
hyaluronidase. 


HYALASE greatly enhances the spread 
and absorption of the anaesthetic. It can 
be easily combined with the local anaes- 
thetic with or without adrenaline, produc- 
ing a greater area of anaesthesia of satis- 
factory duration. 


HYALASE can be successfully applied 
whenever infiltration anaesthesia is the 
method of choice. 

FULLY-DESCRIPTIVE LITERATURE 
is available and a Technical [ 
Information Service is al- | 
ways at your disposal. 


A clear case for HYA 


RADE MARK 


A 


BENGER LABORATORIES LIMITED - HOLIIES CHAPEL ‘ CHESHIRE BENGER ) 


H.9. (REV) PRODUCT 
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Vi 


PRESERVES 
FEMININITY 
IN THE 
CONTROL OF 
GYNAECOLOGICAL 
DISORDERS 


NON-VIRILIZING ANDROGEN 


ANDROSTALONE 


Methylandrostan !7ol — 3one ROUSSEL 


No hirsutism, no hoarseness of the voice, or other signs of masculinization 
have been noted with normal doses. Even with high doses, marked virilization 
has been very rare, much less than with testosterone propionate. 


Being an oestrogen antagonist and pituitary inhibitor, 
Androstalone is indicated in dysmenorrhoea, premenstrual tension 
and mammary pain, menometrorrhagia, fibroids, endometriosis, 
the premenopause and female climacteric. 


TO PROMOTE WEIGHT INCREASE 

It is of great value in increasing protein anabolism ; 

clinical reports have indicated that it may be even ROU S L 
more effective than testosterone. For retarded growth, 


underweight or convalescent patients, wasting diseases, 
and for the elderly. 843-847 Harrow Road 
London, N.W.10 


SUBLINGUAL ADMINISTRATION LADbroke 3608 


LLL 
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Recent years have brought radical changes in the pattern o/ 
anaemia therapy—and many conditions that once pursued a 
tragically inexorable course have now been mastered. The range 
of Lederle preparations presented here shows how complete is 
today’s anti-anaemia armoury. 


* ‘*Master builder’’ of red cells and haemoglobin. Contains ferrous 
M sulph. exsicc., FOLVITE* Folic Acid, vitamin B,,, ascorbic acid, stomach 
powder, liver fraction, purified intrinsic factor concentrate. 


Iron-B12-C-Folic Acid-Stomach-Liver Frac- 
tion - Purified Intrinsic Factor Concentrate Capsules : Bottles of 100 and 1,000. 


beef liver. Gives maximum therapeutic response with a minimum of 
USP. pain. Boxes of 3x1 cc. vials. 


Recognised for its specific haematinic effect on bone marrow. Tablets 
(5 mg.) Tubes of 25: bottles of 100 and 1,000. Elixir (§ mg./4 cc.): 

FOLEC AGED bottles of 4 fl. oz. Solution (15 mg./cc.): Vials of 10 cc. and boxes of 
12 & 100 x 1 cc. ampoules. 


A powerful alliance of folic acid and iron. Capsules: Bottles of 
spol Se as Elixir: Bottles of 16 fl. oz. Tablets: Bottles of 100 


FOLIC ACID AND IRON 


LEDERLE LABORATORIES DIVISION 
Lederle Cyanamid Products Lid. 


*Regd. Trade Merk ' BUSH HOUSE - ALDWYCH ~- LONDON, W.C.2 - TEMPLE BAR 5411 
*K 15 
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A NEW ADJUVANT IN THE TREATMENT 
OF RESPIRATORY DISORDERS 


Lloyd-Hamol Ltd., of London and Zurich, presents to 
the medical profession a new decongestive salve, 


Thoracin, for the symptomatic relief of coughs, colds 
and respiratory disorders. 


This diagram shows how Thoracin components pene- 
trate the skin, are carried by the bloodstream to 
the alveoli and excreted there to exert their effect. 


FORMULA 


Phenyl Ethyl Nicotinate 2.0% w/w 
Guaiacol Furoate 5.0% w/w 
Tetrahydrofurfuryl Salicylate 10.0% w/w 
Camphor 3.0% w/w 
Eucalyptol 2.0% w/w 
Water-Miscible Base to 100.0% 


> The Thoracin formula is based on the same 
principles that have made Transvasin so suc- 
cessful in the treatment of rheumatic con- 
ditions. 

> Thoracin is composed of esters of substituted 
hydroxy aromatic derivatives. 

> Thoracin achieves the effect of the classic 
counter-irritant remedies — poultices, plasters 
and cupping — without irritation of the skin. 
> Thoracin contains a new ester of Guaiacol 
that is entirely free from the evil smell and 
irritant effect associated with this phenol 
derivative in its pure form. This ester easily 
penetrates the skin, and is excreted in the 
alveoli, where it exerts its well-known action. 
> Thoracin ensures vasodilation of the super- 
ficial skin vessels by the use of esters of nico- 
tinic acid. 

> Thoracin relieves reflex spasm of the pectoral 
muscles by the use of the tetrahydrofurfuryl- 


| ester of salicylic acid. 
3 > Thoracin brings to the alveoli via the blood 


stream the sedative, antispasmodic, and expec- 
torant properties of camphor and eucalyptus. 
THORACIN is available in 1 oz. tubes — 
basic price 2/6 plus 74d. P.T. It is an ethical pro- 
duct, and is not advertised to the public. Since 
a very small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely low. 
Samples and literature will be gladly sent on 
application. 


LLOYD-HAMOL LTD. 


WATERLOO PLACE, LONDON S.W.1 
AND AT ZURICH 
Thoracin is the registered trade mark of Lloyd-Hamol Ltd. 


THORACIN | 


MADE BY THE MANUFACTURERS 
OF TRANSVASIN 
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*‘Merbentyl’ to diminish gastro-intestinal motility 


Bottles of 50 and 250 tablets, 


Each tablet contains 
*Merbenty!’ (diethylami bethoxy bicyclo. 
Aluminium Hydroxide Gel GOO 
Magnesium Oxide... 200 mg. 
Sodium Laury! Sulphate mg. 
Methy!cellulose. 100 mg. 


and assure prolonged contact of the other therapeutic 
agents with the stomach and duodenum ; 


Methylcellulose to give the ulcer a protective coating 
while it heals ; 


@ Aluminium Hydroxide Gel and Magnesium Oxide to 


neutralize excess acid ; 


@ Sodium Lauryl Sulphate to inhibit pepsin and lysozyme 


hyperactivity. 
These ingredients in balanced combination make up 
the new and highly etfective peptic ulcer medicament. 


KOLANTYL 


distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS, 
for the Wm. S. Merrell Company, London, 
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Nocturnal Excursions 


Are frequently the occasion of falls in elderly patients suffering from increased frequency 
of micturition.* The local analgesic action of ‘ Pyridium’ on the urinary tract, and its 
relaxing effect on the sphincter of the bladder, will often help to ensure an undisturbed 


night. There is no general sedation or blunting of the faculties with 


PWR WD WO 


For cost to N.H.S., please see M. & J. list of costs dated January, 1955 
* Practitioner (1954) 172, 643-4 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


Tel: BRixton 785! 
* Pyridium’ is the trade mark of Nepera Chemical Co., Inc. 
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ARKABLE STARCH - DIGES-TANT 


; A potent starch liquefying enzyme of vegetable origin, TAKA-DIASTASE* will 
render soluble 300 times its own weight of cooked starch in ten minutes. Resembling both 
ptyalin and amylopsin in its activity, it is particularly effective in relieving - 
amylaceous dyspepsia, gastric discomfort, and as an aid to nutrition. 


TAKA-DIASTASE SEDATIVE ELIXIR (wo. 198) 
A combination of Taka-Diastase, bismuth and 


nausea or pain. 
TAKAZYMA 


Taka-Diastase, with insoluble carbonates. Gives 


. . * . 
Powder in jars of 2 ozs. and tins of 1 Ib. 

Lozenges in bottles of 30 and 100. 


cA 
*Trade Mark 
‘reem PARKE, DAVIS & COMPANY, LIMITED (inc. U.s.4.) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361 
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new cough specific 


suppresses cough with no 
undesirable side-effects 


SopIUM 2:6 ditertiarybutylnaphthalene Monosulphonate (Becantyl), a 


product of original research, is a new agent that is specific in suppressing 


cough. It is unrelated to morphine and guaiacol. 


BECANTYL does not cause constipation, 
anorexia, drowsiness or any undesirable 
side-effects; being devoid of side-effects 
BECANTYL may be prescribed for infants, 
children, and the aged. 


Clinical experience supports the value of 
BECANTYL in suppressing all types of 
cough, and shows that it does not suppress 
expectoration. 


BECANTYL may be used in the treat- 
ment of all types of cough. There are no 
contra-indications to its use. 


BECANTYL is presented in 4 fluid ounce, 


40 fluid ounce, and 80 fluid ounce bottles. 
Samples and literature on request 


BIBLIOGRAPHY 


Contribution a I’étude pharmacologique et 
toxicologique du butylnaphtaléne sulfonate 
sodique ou L 1633. 

Arch. int. Pharmacodyn 1954, 97, 34 


D’un nouveau sédatif de la toux. 
Thése de doctorat, Paris, June 1952 


Bécantex in der Behandlung des Hustens bei 
Tbc-Patienten. 
Praxis 1953, 42, 974 


La toux et son traitement symptomatique. 
Semaine des Hépitaux 1953, No. 60, 2999 


Arch, f. exp. Pathol. u. Pharmakol 1940, 
194, 621 


Proc. Soc. exp. Biol. u. Med. 1952, 81, 463 


A propos des sédatifs de la toux. 
Revue du Praticien 1954, No. 7 


HORLICKS LTD. PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS. 


BECANTYL is the Registered Trade Mark of the Société des Laboratoires Labaz 


; (Sodium 2:6 ditertiarybutylnaphthalene Monosulphonate) 
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it’s aspirin + 


+ solubility 
+ rapid absorption 
+ maximum toleration 


it’s aspirin — 
— gastric irritation 
— depression of the blood prothrombin 
— toxicity 


Ce-K-Sal tablets are especially suit- 
able for intensive medication and for ~, 
the patient sensitive to ordinary aspirin. {/7 YY 


Literature and samples on request. 


PAINES & BYRNE LTD., Greenford, Middlesex. 
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RIKER, First to market a Rauwolfia preparation in Great Britain, now 
have available. . . 


RESERPINE 


“SERPILOID’ BRAND 
One of the active alkaloids of Rauwolfia serpentina Benth. 


|| 
\N 


Reserpine is probably the most sedative of 


RAUWILOID \ the active principles of Rauwolfia, and is 
Riker’s original prepara- \ also responsible for part of the hypotensive 
\ tion of mixed alka- \ and bradycardic effects of the crude drug. 
\ loid hydrochlorides of \X 
\ Rauwolfia serpentina, re- \ INDICATIONS: 


NG 


mains available as before. 
**RAUWILOID”’ pre- 
sents in a refined form, 
accurately standardized, all 
the desirable activity of 
the crude root. Inert 
matter and undesirable 
constituents—for example, 
yohimbine alkaloids—are 
eliminated by the extrac- 
tion process. 


| 
il 

|| 

| 


A. Mild and labile hypertension, and, in com- 
bination with potent agents, severer types 
of hypertension. 

B. In psychiatry, for the treatment of anxiety 
neuroses, tension and psychotic states 
involving hyper-activity. In these indica- 
tions reserpine’s high index of sedative 
activity is particularly valuable. 


Available in 0.25 mg., and 0.5 mg. tablets 
in bottles of 100 and 1,000. 


Detailed literature sent on request. 


( RIKER ) 


RIKER LABORATORIES LTD 


Registered users of the Trade Marks ‘‘ SERPILOID"’ and “ RAUWILOID” 
LOUGHBOROUGH Leics. 
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TRAFURIL 
CREAM 


containing 5°/ w/w tetrahydrofurfuryl nicotinic acid ester 
in a water-miscible base 


IMPROVES LOCAL CIRCULATION 
relieving pain or irritation in 
RHEUMATIC SYNDROMES - FIBROSITIS 


SPRAINS AND STRAINS 


Available in Tubes of 20g. and Jars of 1 lb. 


*Trafuril’ is @ registered trade mark. Reg. user: 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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A New 


EFFECTIVE 
NON-BARBITURATE 
SEDATION 


Growing recognition of the long-term cumu- 
lative toxic effects of barbiturates, and the 
well-known, insidious, psychic habituation to 
their use—matters of considerable concern to 
many Doctors—are now avoidable dangers 
through the formulation of Noctynol Tablets. 
The latter present : 


MEPHENESIN, which, by diminishing reflex ‘ 
hyperexcitability, relieving nervous tension 
and anxiety, and promoting muscular relaxa- 4 
tion, not only induces the composure essential ‘ 
to the onset of sleep, but also ensures that the 
* Each tablet contains— sleep is restful and refreshing. I 
Mephenesin 200 mg. CARBROMAL and BROMVALETONE which, . 
Carbromal 200 mg. by synergism, act as effective hypnotics and 2 
Bromvaletone 70 mg. quickly transform the mephenesin-induced fl 
Ascorbic Acid 30 mg. sedation to hypnosis. Unlike the barbiturates, : 
carbromal and bromvaletone are non-toxic s 
Available in bottles of 50 tablets. and non-cumulative and, as elimination is t 
comparatively rapid, they rarely give rise to 
Prescribable on N.H.S. Form E.C.10. ‘hangover ’ and depression. ’ 
In smaller doses, NOCTYNOL Tablets act as 
Professional Sample and Literature a non-depressant calmative eminently suitable 
gladly available on request. for daytime sedation. 


MOORE MEDICINAL PRODUCTS LID. | * 


| 1, QUEEN’S TERRACE, ABERDEEN : 64, GLOUCESTER PLACE, LONDON, W.1. 
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severe 
cough 


‘PHYSEPTONE’ LINCTUS has many advantages as a suppressant of unproductive 
cough. Though comparable in effectiveness to diamorphine linctus, it is free from the 
drawbacks of the latter—it carries negligible risk of addiction, does not constipate 
and seldom causes other side-reactions. 

‘PHYSEPTONE’ LINCTUS has a direct suppressive action on the cough reflex. 
It is especially valuable in such conditions as bronchiectasis, pertussis, post-influenzal 
tracheitis, chronic passive pulmonary congestion and pulmonary tuberculosis. 
‘PHYSEPTONE’ LINCTUS contains 2 mgm. of methadone hydrochloride in each 
fluid drachm (the recommended adult dose). For children it should be dibuted with 
simple syrup in the proportion of one part linctus and seven parts syrup—one to two 
teaspoonfuls (0°25—0°5 mgm.) of this diluted linctus to be given according to the age 
of the child. 


‘PHYSEPTONE’ LINCTUS 


BURROUGHS WELLCOME & CO. ane weucome souncation iro) LONDON 
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Especially notable among the merits of AUREOMYCIN is the ease with which 
effective concentrations can be produced precisely where they are needed. This 
feature is well demonstrated in the case of ear, nose and throat infections— 
the majority of which show prompt and positive response to this most 
versatile antibiotic. 


In severe conditions, AUREOMYCIN is wisely given in capsule or soluble 
tablet form, to secure a rapid concentration in the tissues. And this measure is 
ably supported by appropriate local therapy such as AUREOMYCIN Otic, for 
instillation into the auditory canal ... AUREOMYCIN Troches, which furnish 
a continuous bacteriostatic lavage of the mouth . . . or AUREOMYCIN Nasal, 
which swiftly arrests a wide variety of infections of the upper respiratory tract. 


PACKAGES : CAPSULES (50 mg.), bottles of 25 and 100; 250 mg., bottles of 16, 100 and 1,000: 
SOLUBLE TABLETS (50 mg.), bottles of 100: OTIC, vial of 50 mg. with 10 cc. vial of diluent and 
dropper : TROCHES (15 mg.), bottles of 25: NASAL, vial of 10 mg. with 10 cc. vial of vasocon- 
strictor and dropper. . 


AUREOMYCIN shows true economy at 1 Gm. daily dose 
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Available also in the following forms ; DENTAL CONES + DENTAL PASTE * INTRAVENOUS + OINTMENT 
* OPHTHALMIC + OPHTHALMIC OINTMENT * ORAL DROPS * SPERSOIDS* Dispersible Powder + syRUP - 
VAGINAL POWDER 


* Trade Mark ¢ Available at present only to hospitals. 


LEDERLE LABORATORIES DIVISION 


BUSH HOUSE ~- ALOWYCH - LONDON, W.C.2 + TEMPLE BAR 5411 
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THE PATHOLOGY OF REHABILITATION* 


P. B. S. Fow.er 
D.M. Oxfd, M.R.C.P. 
ASSISTANT PHYSICIAN, CHARING CROSS HOSPITAL 


Tue effect of physical and mental disease on rehabilita- 
tion, and the relative importance of different factors 
that impede resettlement, have been studied in 1945 
disabled persons. These were a representative sample of 
the total register of disabled persons for the south-east 
of England—the register set up in 1944 under the Dis- 
abled Persons (Employment) Act. The material thus 
comes from a unique source, very different from the 
hospital practice upon which most work on disabilities 
has been done. 

Of the 1945 people, 40% were not under any medical 
care for their disability, 33°4 were attending their own 
doctor only, and 27% were under hospital care or 
attending special clinics. A cross-section of disabled 
persons taken from hospital or general practice in this 
country would undoubtedly show a higher proportion 
of severe disease than is found among the disabled 
persons registered under the Act; but there is no close 
correlation between the severity of a disease and the 
difficulties in attaining resettlement. The Disabled 
Persons Register gives a balanced picture, not of dis- 
abilities in this country but of the problems of resettle- 
ment of disabled persons in industry. They are admitted 
to the register either because they need the help offered 
by the Act to overcome resettlement problems, or—if 
they are already employed—because they need security 
of work in open competition with the healthy. 

Tbe selection of the sample and the method of survey 
have been described elsewhere (Fowler 1953). 


Resettlement 


If resettlement is defined as ‘‘ the more or less perma- 
nent placing of a person in an occupation after disability,” 
three developments are possible after disablement : 
(1) failure to become resettled (i.e., unemployment or 
inability to remain in steady employment) ; (2) unsatis- 
factory resettlement ; and (3) satisfactory resettlement. 
Whether resettlement is satisfactory or unsatisfactory 
can be assessed by the criteria of earnings, social prestige 
of work, and suitability of the occupation on medical 
grounds. The first two can be evaluated by comparing 
them with the person’s earning and prestige before -he 
was disabled (Fowler 1953). (In many cases, however, 
such assessment was not possible: for instance, when 
the patient had been disabled as a child no comparison 
of work before and after disablement could be made.) 

Of the 1945 persons seen in this survey 716 (36%) were 
unemployed. 1229 were employed, but in 216 resettlement 
could not be assessed by the method adopted. Of the remaining 
1013 employed cases, resettlement was unsatisfactory in 152 
cases, and satisfactory in 861 cases. Resettlement in 113 of 
the 152 cases was unsatisfactory because of social status of 
work and income. In 21 cases the work was unsuitable on 
medical grounds, and in 18 cases resettlement was unsatis- 
factory on both medical and socio-economic grounds. 


The low incidence of unsatisfactory resettlement on 
medical grounds of those in work suggests that disabled 
resettlement officers (D.R.o.) do not recommend disabled 
persons to go into medically unsuitable work, and that 
the disabled person seeks medical advice before taking 
employment. There was, however, also a strong impres- 
sion that, of the 716 unemployed persons seen, many had 
refused employment for medical reasons when what they 
really needed was reassurance that a wide range of work 
was within their physical capabilities and would do them 


* This work was done under the aegis of the Medical Research 
_ Council and was described in a thesis for the degree of D.m. 


6862 


no harm. It is as important for the disabled person to be 
told what he can do as what he cannot do : 20% of those 
seen who were on the disabled person’s register had 
** disabilities ’’ which did not handicap them in their 
work, and they should never have been admitted to the 
register. Of these 408 people, 16 were unemployed. 

Of the 861 disabled persons who were satisfactorily resettled, 
589 had jobs in which the income and prestige from the work 
was the same as before disability and the job was medically 
suitable. In 124 cases the work was superior, and in 148 in 
some respect inferior, to that before disablement. Of those 
who had had special training, 30% had improved their 
position since disablement as compared with 8% of those 
without special training. 


The Quota 


A disabled person, for purposes of registration, is 
defined in the following terms : 

“A person who, on account of injury, disease or congenital 
deformity, is substantially handicapped in obtaining or 
keeping employment, or in undertaking work on his own 
account, of a kind which apart from that injury, disease 
or deformity would be suited to his age, experience and 
qualifications.” 


The definition, in fact, is made in terms of employability, 
and the character of the register depends on this 
interpretation. 

It could be argued that a company director with an 
amputated left arm should not be considered ‘‘ disabled ” 
as defined by the Act, while a docker with the com- 
paratively trivial deformity of flat feet, might be severely 
handicapped in doing his normal work. Usually, how- 
ever, the specific disease or injury alone, and not the 
disability, has been made the basis for registration. In 
assessing a disabled person’s handicap, the disability 
should be considered, not in its own right, but in relation 
to the work to which he is accustomed and suited. 
Using this criterion, I have graded the ‘people in this 
sample as follows : 


Grade 


I. cena has no effect on the type 
of work to which the person is 
suited and normally carries out .. 20 1 


Il. by their disability in 


Employed U 
% % 


eep or finding suitable —ae- 
ment .. 37 16 

11. So severely handicapped that they are 
fit only for sheltered work. 5 14 
Iv. At time of interview, une mployable.. os 6 


It will be seen that 20% of the sample is placed in 
grade 1, which is outside the definition of disabled as 
laid down by the Act. These include some unemployed, 
who are receiving the specialised help which should be 
reserved for disabled persons, as well as many employed, 
who are filling the quota for employers and preventing 
the truly disabled from getting work. Employers, many 
of whom have voluntarily helped disabled persons in the 
past, naturally believe they are carrying their responsi- 
bility if their quota is filled. . 

With the quota at 3%, saturation point has nearly 
been reached, yet the total register continues to grow. 
The proportion of employed to unemployed is far higher 
in grade 1 than in grade 01, and, unless registration is 
made with more care, the tendency will be for the fixed 
number of disabled job vacancies to be completely filled 
by non-disabled persons. The substantially handicapped, 
unable to obtain any benefit from the quota system, will 
remain unemployed. Raising the quota to 4, 5, or 20% 
would offer no solution, since, for every disabled person 
in grade 1 on the register, 20 or more would have equal 
claims to be admitted. The quota system can be effective 
only if the definition of disabled as laid down in the Act 
is stringently applied. 

To find the cause of wrongful registration, a study of 
the initiation of registration has been made. It was 
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TABLE I—THE STIMULUS TO REGISTRATION OF 1945 DISABLED 


PERSONS 
Employ- | Employ- 
ability | Doctor _— | ment | Self Be vice | Total 
grades ploye exchange 
I 41 132 | 81 | 92 50 | 396 
u 169 188 | 319 193 113 982 
78 2606 | «(143 52 342 
Iv 27 5 52 16 115 
Total 315 351 595 | 343 = 231 | 1835* 


*In addition, the stimulus to registration was a trade union in 8 
cases, other agencies in 25 cases, and was not recorded in 
the remaining 77 cases (total: 1945 cases). 


most often unjustifiable when initiated by the employer 
(table 1). 

Of the 315 persons whose registration was initiated by 
doctors, 13% were not disabled. Of the 595 persons registered 
on the advice of the employment exchanges, 13-4% were not 
disabled. The corresponding percentage for those registered 
on the advice of their employers was 37-6. Employers took 
advantage of the lay interpretation of the word ‘“ disabled,” 
but in no case was there evidence that an employee had been 
forced to register as disabled. In 1946 the Ministry of Labour 
sent a circular to all employers drawing their attention to the 
need to register all disabled persons; and 1946 became 
the peak year for registration—the year in which most of the 
people with trivial disabilities were allowed to register. 


At the other extreme, of those with a disability so 
severe that they were unemployable the highest propor- 
tion were registered on the advice of doctors (table m). 
D.R.O.8 complain that they are forced to spend much 
time in trying to place disabled persons who are obviously 
unemployable, very often with a psychological disability 
and in need of psychiatric treatment. 


Rehabilitation 


’ Rehabilitation is here defined as ‘ the active process 
that leads to the restoration of the handicapped to the 
fullest physical, mental, social, vocational and economic 
usefulness to which they are capable.’ Rehabilitation is 
not used as synonymous with rehabilitation therapy. 
Complete restoration of the handicapped person can and 
often does occur without outside assistance, but rehabili- 
tation has nevertheless taken place. Rehabilitation 
therapy is defined as ‘‘ all measures taken to further this 
active process of rehabilitation.” 

Social disease is discord between the individual and 
his social environment, and the treatment of social disease, 
like that of organic disease, should be based on an under- 
standing of its pathology and the factors that produce 
discord. 

The failure to exist in a healthy relationship with the 
social environment is by no means always secondary to 
organic or mental disease. Certainly most persons who 
need resettlement are not physically handicapped. Even 
in a survey of persons chosen because they were disabled, 
the disability was often incidental to other factors 
preventing resettlement. 


The Sexes 


Of the 1945 disabled persons studied, 10% were women. 
Women present fewer problems than men, not only 
because there are fewer of them in industry, but for three 
other reasons. First, as the demand for women at 
present exceeds the supply, women are able to pick and 
choose their work. Since much of it is monotonous, they 
have little hesitation in giving it up, confident that in a 
short time they can quickly fall into other suitable 
employment. Secondly, light work suitable for the 


physically handicapped is traditionally reserved for 
women. (Only 1 woman in this survey was in work that 
was medically unsuitable.) Thirdly, part-time work is 
available for women, because healthy women with 


household duties are unable to enter industry except on 
this basis. This important therapeutic tool, bridging 
the gap between convalescence and return to full work 
is difficult to arrange for men. 

Of the employed men, 2% were doing part-time work as 
compared with 12% of the women. Despite the circumstances 
which make the resettlement of disabled women easier than 
that of men, 45% of the women, as compared to 36% of the 
men, were unemployed. There is of course less urgency for 
married women to find employment than for men. Of the 
employed women only 5%, as ae with 16% of the men, 
were in unsatisfactory work. 


Age-incidence 


The extra handicap of age to the disabled persons is 
shown by the employment figures for the different age- 
groups. 

For disabled persons under 40, less than a quarter were 
unemployed ; for the groups aged 40 and over, more than 
half were unemployed. With increasing age, loss of adapta- 
bility narrows the field of suitable work ; even in these days 
of full employment, many people over 40 not handicapped by 
disability are finding it hard to get work. Comparing total 
figures for the country for men unemployed for over a year on 
Dec. 5, 1949, there were 6000 under the age of 41, as compared 
with 13,000 between the ages of 41 and 56, and 15,000 aged 
56 and over (Ministry of Labour Gazette 1950). 

Of the total number of cases (911) in the survey over the 
age of 45, 29% were fit for sheltered work only and 46% for 
selected open competitive work ; of the total number of cases 
(1034) under the age of 45, 11% were fit for sheltered work 
only and 59% for selected open competitive work. 


Age plays the causal réle in the large group of degenera- 
tive diseases and is an aggravating factor in other 
disabilities. A wide choice of occupation, the essential 
need in resettlement of disabled persons, is not available 
for those in the older age-groups. Of the 911 disabled 
persons who were over the age of 45, the difficulty of 
finding a suitable job had prevented resettlement in 12% 
as compared with 5% of those who were under 45. The 
wastage of man-power over the age of 40 in this country 
is not fully appreciated and it is increasing. So long as 
it continues, difficulties must arise in the resettlement of 
the disabled in the same age-group. The greatest efforts 
at rehabilitation have been made for the young disabled 
persons from whom the greatest returns can be expected ; 
the problems of the over-40s loom up ominously. 


Pathology of Rehabilitation 


In assessing the influences that hinder resettlement, 
it was found that while the pattern of every case varied, 
one or more of four fundamental factors were always the 
cause of difficulty in resettlement: (1) psychological 
factors; (2) physical disability ; (3) lack of suitable 
no 
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TABLE II—THE EMPLOYMENT STATE, THE EMPLOYABILITY, AND THE CAUSES OF FAILURE TO BECOME RESETTLED IN 
. CERTAIN DISEASE GROUPS 


Employment state (%) | Employability % 
Disease group | 

Satis- Unsatis- Grade Physical) Psyeho- | Failure No 

factorily | factorily a factors | lo@ical | to reha- | suitable 
employed | employed ony I we m Iv factors | bilitate job 
Psychiatric disease os 46 9 45 ll | 57 21 11 6 70 2 3 
Bronchitis +“ es 43 7 50 6 51 33 10 48 24 10 
Epilepsy .. - om 47 6 47 10 52 35 3 35 27 8 5 
Pulmonary tuberculosis. . 56 11 44 10 62 17 11 46 4 15 
Peptic ulcer - oe - 60 7 33 18 68 8 5 21 22 5 7 
Cardiovascular disease .. 39 5 56 13 43 31 13 39 29 2 11 
Rheumatic disease t¥ 53 6 40 14 58 22 5 39 12 3 12 
Diabetes mellitus ee 45 10 45 20 60 15 5 35 15 10 5 


work; and (4) misuse or disuse of existing methods of 
rehabilitation. 

A psychological factor hinders resettlement more often 
than a physical disability until the 45-59 age-group is 
passed (see figure). After the age of 50, psychological 
factors play a subsidiary réle in preventing resettlement 
and physical disabilities are dominant. The difficulty in 
finding suitable work increases with age and is a potent 
factor in preventing resettlement in the older age-groups. 


PSYCHOLOGICAL FACTORS 


In this sample 212 (10-4%) were registered with a 
diagnosis of psychiatric disease, but a further 284 
(14-6%) with a diagnosis of organic disease were affected 
by psychological factors hindering their resettlement. 
These two groups—the open’’ and the masked ”’ 
psychiatric cases—thus represent a quarter of all the 
disabled persons seen. 


Open Psychiatric Group 

Of the 212 recognised as having a psychological dis- 
ability, most had chronic anxiety states dating from a 
previous unpleasant experience (such as war service, or 
organic illness with hysterical perpetuation of symptoms). 
A bad family history of mental breakdown was common 
but not the rule. Many of these people would never have 
developed symptoms but for the unusual conditions of 
stress to which they were subjected. Few had received 
psychiatric treatment. The commonest diagnosis with 
which they were registered was neurasthenia. Employ- 
ment state, employability, and the causes of failure to 
become resettled are shown in table u. Paradoxically, 
6 of these 212 persons registered because of a psychiatric 
disease had an organic disability which prevented 
resettlement. 


Masked Psychiatric Group 

D.R.O.8 have gained the impression that a high propor- 
tion of persons labelled as having organic disease are 
disabled by neurotic symptoms. They are powerless 
to separate these cases or to give the neurotic person the 
fundamental help he needs. Their impression is amply 
confirmed by this survey, in which 14-6% of all the 
disabled persons seen had been registered for an organic 
disease although resettlement was hindered by a 
psychiatric disability. 

Most of those with a marked neurosis develop their psychi- 
atric symptoms after completion of hospital treatment, when 
they are attempting to return to a normal way of life. Neurotic 
symptoms do not develop while active treatment, in which 
they have faith, is being carried out in a modern hospital with 
all its trappings and powers of suggestion. On registration, 
the disabled person with his label of organic disease takes his 
green disability card from employer to employer. At*this 
stage he has already been discharged from the hospital or 
clinic, and the anxiety symptoms, which he accepts as part of 
his disability, flourish unchecked. D.R.0.s hesitate to recom- 
mend him, for if an employer accepts a disabled person who 
is later found to be an unsatisfactory employee, he is likely 
to be less codperative about the next disabled person offered 


to him. Many employers are no less observant than D.R.0.s, 
and avoid this type of neurotic workman. 

While many mentally unstable persons, especially those 

with obsessional tendencies, make good employees and may 
be outstandingly successful, those with hysterical perpetuation 
of symptoms following organic disease have difficulty in 
becoming resettled. Of the 284 ‘‘ masked ”’ psychiatric cases, 
60% were out of work and suffering the added misery of 
being unemployed in a time of full employment. Most 
of them were no longer under medical care at the time of 
interview. 
The neurosis associated with organic disease, and especi- 
ally the compensation neurosis, would benefit from early 
simple psychotherapy in the form of explanation. The 
well-meant advice of friends and even doctors has often 
fostered compensation neurosis, of which there were 32 
eases in this group. 


Unclassified Neurosis 

Of the 284 cases, 21 who were not prevented from 
being resettled by any organic disorders (though they 
were registered on account of such disorders) were 
grouped together as having an “ unclassified ’’ neurosis. 
D.R.O.8, the most experienced people in contact with this 
group, would label them as ‘“‘ malingerers”’ or “ work- 
shy.’ Certainly they comprise the poor human material 
often found in common lodging-houses ; but to call them 
work-shy is to pass moral judgment. The description by 
Maughs (1949) of the psychopath describes most nearly 
the majority of this group. 

“The psychopath, in contrast to the psychotic, is fully 

aware of society and his fellow men, and cannot be declared 
legally insane. In this sense he resembles the neurotic, but 
is far more likely to commit crimes and is rarely troubled by 
the pangs of conscience. A psychopath usually lacks sympathy, 
fails to recognise the rights and feelings of others, and is 
predominantly a ‘ predatory ’ person.” 
The quantitative importance of these cases is not reflected 
by the figure of 21 (out of 1945) found in this study since 
15% of the cases selected for interview were never seen. 
Most of this 15% had given temporary ‘ doss-house ”’ 
addresses. Such people rarely seek medical advice, and 
their prognosis as regards rehabilitation appears hopeless. 
A study of hostel life might throw light on the etiology 
and perpetuating factors of these problem cases. 


PHYSICAL DISABILITIES 


Orthopedic and traumatic conditions are mainl 
static, and resettlement, once achieved, is likely to be 
permanent. Hence rehabilitation has been most success- 
ful in such cases, in contrast with the fluctuating medical 
disabilities, where the difficulties of rehabilitation are 
formidable. Employers show more sympathy for those 
with obvious traumatic disabilities, especially if incurred 
during war service, than they do to those with humdrum 
conditions, such as bronchitis. Of the medically disabled, 
48% were unemployed as compared with 32% of the 
surgically disabled. Medical disabilities are not only 
more difficult to rehabilitate but are twice as common. 
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Analysis has therefore been confined to certain medical 
disabilities. 

Whatever the cause of disability the employment state 
and the severity of the disease, as assessed by employ- 
ability, was remarkably similar in the different disease 
groups (table 1). This suggests that the resettlement of 
a person depends not so much on the disease itself but 
on othe. factors. Causes of failure to become resettled, 
however, do show some striking differences. Naturally 
psychological factors prevent resettlement of those with 
psychiatric disease, and mental disabilities affect the 
rehabilitation of some epileptic persons; but there are 
also less expected differences. Thus the incidence of 
psychological factors affecting resettlement is six times 
as great for bronchitis as for pulmonary tuberculosis, and 
a far higher proportion of persons with peptic ulcers and 
heart-disease are hampered by psychological symptoms 
than are people with rheumatic disease. 


Bronchitis Group 

Bronchitis, the highest single medical cause of registra- 
tion, accounted for 8%, of the registered disabled persons. 
The proportion unemployed was only exceeded by the 
group with cardiovascular disease. Although 33% were 
fit only for sheltered work, none had been placed in 
Remploy factories or designated work, although many 
had been placed by employers in the equivalent of 
sheltered work. ; 

Employers often fail to-tolerate the long sick absences of 
these workers during exacerbations of their disease ; and fit 
fellow-workers may resent doing the heavy jobs for the man 
with a cough. There is no doubt that places are being taken in 
Remploy factories by persons more fitted for open competitive 
work than the sufferer from bronchitis. The necessity for 
sheltered work of the Remploy factory type is greater for this 
disability than any others except epilepsy and pulmonary 
tuberculosis. For the last two conditions, the need has been 
regognised if not fully met; yet there are nearly as many 
pedple registered as disabled with bronchitis as with pulmonary 
tuberculosis and epilepsy together. 

Epilepsy 

In this sample 3% were suffering from epilepsy. 
There has been overemphasis of the danger of employing 
epileptic persons in industry. Each case must be judged 
on its own merits. Only 1 of the 33 employed cases was 
in work that was medically unsuitable, and of the 62 
cases only 2 were unemployable ; yet it has often been 
thought that a high proportion of persons suffering from 
this disease are unfitted for any work. The Ministry of 
Labour (1947) has circulated among employers a 
restrained and fair case for the employment of epileptic 
persons. 

The fear of employing epileptics has resulted in the real 
danger of the disability being concealed. One man was also 
registered for flat feet, and only mentioned this when employers 
asked on wHat grounds he was registered as disabled. Another 
told how he was able to get into the lavatory before he had his 
grand-mal attacks. Persons with epilepsy stated that they had 
fewer attacks when happily employed and that unemployment 
increased the frequency of fits. 


Pulmonary Tuberculosis 

The incidence of pulmonary tuberculosis was 5%. This 
disease, together with the psychological disorders and 
epilepsy, is the main cause of disability in the younger 
age-groups. In no other medical condition is the resettle- 
ment of the patient so automatically considered as a 
routine part of the treatment. 


Of these cases, 77° were still attending chest clinics at the 
time of the interview. At the long follow-up by chest clinics, 
definite instructions regarding work were given (in contrast 
to the vague advice given in many general medical outpatient 
departments), and close coéperation between D.R.0.s and chest 
physicians made it possible for these instructions to be carried 
out, as far as possible. Even so, only 6% of those suffering 
from pulmonary tuberculosis were doing part-time work, and 
a far higher proportion (15%) than in the other disease groups 


were being hindered in resettlement by lack of suitable work. 
The danger of spread of infection at work, which is admitted 
to be greatest in unsuspected cases, has not been fully evalu- 
ated, but it is a potent reason for the extension of Remploy 
factories for tuberculous persons. 
Peptic Ulcer 

Hurst and Stewart (1929) found evidence of peptic 
ulceration in 10% of post-mortem cases. The incidence 
in this survey was 6-8%. Of the 122 persons with this 
disease, 57 were between the ages of 35 and 50. From 
table 1 it will be seen that peptic ulcer is the only condi- 
tion in which psychological factors play a more important 
part than the organic disease itself in preventing resettle- 
ment. The degree to which this condition affects the 
employability of the industrial worker is shown by Doll’s 
survey (1949) of time lost by peptic-ulcer patients. 


Cardiovascular Disease 

There were 115 persons disabled with cardiovascular 
disease (5-9% of the total). Hypertension and degenera- 
tive heart-disease were common, but there were com- 
paratively few cases of rheumatic heart-disease. Many 
with so-called valvular heart-disease had benign apical 
systolic murmurs. There were a number with cardiac 
neurosis and no evidence of organic disease who were 
unemployed. 

Of the unemployed cases, one of the most unfortunate was 
a@ young man who had had a good job as a bank elerk. He was 
found on routine examination to have mitral stenosis, and 
therefore lost his job. He had enjoyed his work and remained 
symptom-free until the diagnosis was made. Since that time 
he had developed an anxiety state about his heart condition 
which made his placing in suitable work very difficult. 


The essential need for the adolescent person with 
heart-disease is sufficient education and training to 
enable him to do suitable sedentary work. 


Chronic Rheumatic Diseases 

This group of diseases, with chronic bronchitis and 
cardiovascular disease, is the main cause of disability in 
the elderly. Despite severe crippling in this group, the 
employment state compared favourably with that in the 
groups suffering from bronchitis and heart-disease. This 
was clearly related to the comparative freedom from 
anxiety states in most of those suffering from rheumatic 
disease. 


Diabetes Mellitus 

There were only 20 disabled persons (just 1%) with 
diabetes mellitus in this survey. The incidence is low 
because with modern treatment the person with uncom- 
plicated diabetes should not need the benefits of the 
Disabled Persons Act. 


Difficulties in Finding Suitable Work 


For 169 of the disabled persons seen employment which 
would have been suitable was not available. The quota 
system is designed to prevent fluctuations of employment 
from affecting the security of disabled persons in industry. 
Yet this survey, done at a time of nearly full employ- 
ment, shows that 8% of the disabled persons could not 
find a suitable job, and the quota system could not 
prevent their unemployment figure from rising. 

68 (40%) of this group of 169 persons for whom suitable 
work could not be found, were fit for sheltered employ- 
ment only; for the whole survey, the corresponding 
percentage was only 19. This emphasises the need for 
greater facilities for sheltered work than exists at present. 
In the whole survey 1035 (53%) were considered fit for 
open competitive work. 

In Loridon and many parts of the south-east of England, 
a wide selection of light work is available, mainly in small 
firms. It is possible to place a high proportion of disabled 
persons in this type of open competitive work. Heavy industry, 
unsuitable for the employment of many disabled persons, is 
run by large organisations. Nevertheless, where the choice 
lies between a large or a small organisation, other things being 
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equal, the large organisation should be chosen, since a small 
may unexpectedly close down. 

Although light industry must absorb the greatest number 
of disabled persons in this country, it is possible for heavy and 
medium industry to share in this responsibility. Vauxhall 
Motors Ltd. employs many of its own disabled persons (Plewes 
et al. 1948). 


Of the 169 for whom resettlement was hindered by 
lack of suitable work, 24% had served an apprenticeship 
or period of training before becoming disabled; for 
the survey as a whole 22% had served an apprenticeship 
of some sort. Apprenticeship and years in some heavy 
work had often made it especially difficult for a person 
to become adapted to a light job after becoming dis- 
abled. In this group of 169, 23 (14%) had had occupa- 
tional training as disabled persons—mainly in Govern- 
ment training centres. In the survey as a whole 12% 
had had training after becoming disabled. 

When a disabled person had been sent to a Goverament 
training centre a course of training suitable for his disability 
had generally been chosen ; but, after training, it had some- 
times been impossible to place them in work. One had regis- 
tered because of chronic otitis media and had done a course 
to qualify as a sanitary inspector. He had since been short- 
listed for a suitable post and rejected on medical grounds 
because of his ear condition. When interviewed he was still 
unemployed. 

Misuse and Disuse of Existing Methods 


In 75 cases a man eager to work, fit for selected 
employment, and with suitable work available, was 
found to be unemployed or employed in unsuitable work : 
misuse or disuse of existing methods of rehabilitation 
therapy had prevented resettlement. Doctors, D.R.0.s, 
employers, and all others concerned with disabled persons 
must on occasions have failed to give them the help 
they needed. 

Sometimes his doctor's assessment of a man’s case has led 
him to suppose himself weaker than he is ; sometimes a man 
has not been supplied with a piece of necessary equipment 
(such as an electrically propelled wheelchair); sometimes 
light work has been prescribed for a trivial and passing com- 
plaint, and the man has taken it as an injunction never to do 
heavy work again. Sometimes patients with rheumatism, 
asthma, or other chronic medical diseases have been told that 
the locality in which they lived and worked was harmful 
to their disease, that they needed sea air. They have given 
up their employment, disposed of their houses and moved with 
their families to the seaside. Their disabilities have in many 
cases worsened, and the unemployment figures for disabled 
persons was high in these places. 

There are many men in Remploy factories in the south-east 
of England who have no right to be in sheltered work and 
who are blocking the entry of the severely disabled into 
Remploy factories. A few of the 212 disabled persons who 
had undergone vocational training had been given wrong 
advice regarding the type of training: thus a man with much 
reduced vision was trained as a book-keeper, and is still 
unemployed. Again, employers may refuse to take back a 
person who is quite fit for his former work (e.g., a bank clerk 
with pulmonary tuberculosis controlled by artificial pneumo- 
thorax, and 2 others with mild heart-disease). 


Summary 


A study has been made of 1945 disabled persons seen 
in the south-east of England. 

Of these, 36% were unemployed, and of the 64% who 
were employed 15% were in work that was unsatisfac- 
tory. The work was unsatisfactory on socio-economic 
grounds, and only rarely for medical reasons. 

The quota system can never be fully effective until 
more stringent criteria are applied for the registration 
of disabled persons. In this survey 20% of the disabled 
persons had disabilities which did not substantially 
handicap them in finding or keeping employment to 
which they were suited. 

Provisions for sheltered work in the south-east of 
England were found to be inadequate. Of those that 


were substantially handicapped 70% were fit for selected 
open competitive work and 30% needed sheltered work. 
There was no suitable work available for 18% of the latter 
group. 
Four main factors had prevented ssositliemaiadt’ 
1A psychological factor (the predominant cause of failure 
in disabled persons under the age of 45). 
2. Physical disability (of greater importance in the older 
age-groups). 
3. Lack of suitable work for those requiring ehatiqred 
working conditions. 
4. Misuse and disuse of existing methods of rehabilitation. 


Resettlement of those disabled by medical conditions 
is far more difficult than resettlement of those with a 
static disability resulting from injury. A more detailed 
analysis was therefore made of the disabled persons.who 
had chronic medical diseases. 
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No abnormality of the peripheraf circulation has been 
the subject of more controversy than intermittent spasm 
of the digital arteries associated with colour changes 
—so-called Raynaud’s disease. There is an important 
reason for the confusion which surrounds the condition. 
Whereas it was originally assumed that the patients 
described by Raynaud formed a homologous group, they 
were in fact a varied collection. Such a misconception 
would not have arisen, to be perpetuated, if it had been 
more fully appreciated that*the major purpose of 
Raynaud’s (1888) thesis was to show that not all cases 
of colour change were due to organic arterial disease, 
since vascular spasm could by itself produce a similar 
clinical picture. His original work included cases of 
scleroderma, atherosclerosis, and thrombo-angiitis oblit- 
erans, and it has been the acceptance of all of these as 
Raynaud’s disease that has been primarily responsible 
for the confusion which followed his work. The namie 
came to be so loosely applied that Hunt (1936) estimated 
that only about 30 of more than 500 published cases 
fulfilled the criteria laid down by Raynaud. 

Although Hutchinson (1901) had recognised that 
Raynaud’s disease was not a single entity, it was only 
with the classical investigations of Lewis and his col- 
leagues (Lewis and Landis 1931, Lewis and Pickering 
1934, Lewis 1938) that the existing confusion began to 
clear. Lewis suggested the name Raynaud’s phenomenon 
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Fig. |\—Woman aged 60. Arteriogram of left hand shows normal 
vascular pattern of palm and digits, with very good circulation. 


“to signify active and intermittent closure of small 
arteries of the order of those supplying the digits.”” He 
also showed on clinical grounds that spasm could 
develop in anatomically normal blood-vessels or be 
associated with obstructive disease in the digital arteries 
themselves. 

From the clinical response of some patients with 
Raynaud’s disease we suspected that obliteration of the 
digital arteries was a contra-indication to sympathectomy. 
We decided to exclude such patients from surgery by 
arteriographic demonstration of disease of the digital 
arteries. 

Methods 


23 patients were studied (14 women and 9 men) of 
ages ranging from 15 to 65. The proportion of men to 
women in this small series corresponds to that found by 
Lewis and Pickering (1934). 

After the clinical data had been obtained, the blood- 
vessels of both hands were studied by arteriography in 
the following manner : 


The patients were anesthetised, a blood-pressure cuff was 
applied round the arm well above the elbow, and the hand 
was then strapped firmly, but without constriction, to a 
wooden cassette tunnel. The brachial 
artery at the elbow was entered by 
percutaneous puncture. At this stage 
the blood-pressure cuff was inflated 
to above systolic blood-pressure to 
arrest the arterial circulation in the 
hand. 15 ml. of 50% diodone was 
rapidly injected, and the first film 
was exposed. The circulation was 
temporarily restored by lowering the 
pressure in the cuff to diastolic level, 
and then the pressure was rapidly 
raised again and the second film was 
exposed, This was repeated until 
five films of the hand were obtained, 
the whole procedure taking about 
15 seconds. The opposite limb was 
similarly examined. There were no 
mishaps or complications. 


Fig. 2—Woman aged 35. Arteriogram of right hand shows circulation 
in hand and digits with distinct obliteration of nearly ali digital 
arteries and inadequate circulation. 


Results 


Arteriography revealed two distinct groups of patients : 
first, those in whom the digital arteries were anatomically 
normal (16 patients), and secondly those in whom the 
digital arteries showed obliteration (7 patients). 

In 1 patient with thrombo-angiitis obliterans there 
was a partial block of one radial artery ; in the remaining 
22 patients the radial and ulnar arteries and the palmar 
arch showed no abnormalities. 

Representative examples of the arteriographic appear- 
ances of the digital arteries of the hands in these two 
groups are shown in figs. 1—4. 

The more important clinical data are summarised in 
the accompanying table, which shows almost complete 
correlation between the arteriographic findings and the 
nutritional state of the digits. The patients showing 
paronychial ulceration or infection, pulp atrophy, ridged 
brittle finger-nails, or phlyctenular gangrene were those 
in whom arterial obliteration was demonstrable by 
arteriography (figs. 5-7). All 7 patients with clinical 
evidence of ischemic changes in the digits showed 
arterial obliteration. Of the 16 patients in whom arterio- 


Fig. 5—Tapered left finger-tip characteristic of pulp atrophy in patient with thrombotic 
digital-artery disease, contrasted with the normal right side. 
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Fig. 3—Woman aged 41. Normal arteriogram of mid-carpus and 
proximal phalanges with very good circulation. 


graphy revealed normal digital arteries 15 showed no 
evidence of impaired nutrition. The single exception 
was a girl aged 19, who had had severe chilblains all 
her life and advanced acrocyanosis for five years. She 
had lately begun to have attacks of Raynaud’s phenom- 
enon and got no relief from sympathectomy. In spite 
of acral atrophy, the digital arteries, although small, 


RESULTS OF ARTERIOGRAPHY 


| Sex ura 
Normal / 16 | 15-65 | 6 1-30| 1 (Thrombo-angiitis 
(av. 35)) (av. 9) | obliterans 
(1 male) 
Abnormal 7 | 26-65 | 0-5-4 7 Thrombo-angiitis 
(av. 50 (av. 2) obliterans 
(1 male) 


showed no evidence of obliteration at the time of 
examination. 

A clinical diagnosis of thrombo-angiitis obliterans was 
made in 2 men (1 from each group). One other man, 
with radiologically normal vessels, had used a vibrating 
tool for many years. 

Although the number of patients is small, those with 
obliteration of the digital arteries were, on the average, 
15 years older than those with radiologically normal 
vessels. However, the duration of symptoms was more 
than four times as long in the patients with radiologically 
normal digital arteries. 

The precipitating factor in all the cases was exposure 
to eold, and the character of the attacks was initially 
identical in both groups. In the later stages of the 
lisease the patients with obstruction of the digital 
arteries had more frequent and more severe and persistent 
attacks with little relief, even during warm weather. In 
contrast, the character of the attacks in patients with 


Fig. 4—Man aged 60. Arteriogram of mid-carpus and proximal phal- 
anges shows digital arteries to be blocked ; some collateral vessels 
have developed ; very inadequate circulation. 


radiologically normal arteries had altered little over the 


Discussion 


The results of this study confirm that vascular spasm 
may develop not only in hands in which the digital 
arteries are structurally altered but also in hands in 
which the digital arteries are anatomically normal. The 
correlation of clinical data with the arteriographic 
appearances supports the contention that uncomplicated 
vasoconstriction cannot be maintained sufficiently long 
to kill the skin (Lewis and Pickering 1934). In other 
words, when nutritional changes develop in the fingers 
they are rarely caused by uncomplicated spasm of the 
arteries but are the result of structural occlusion thereof. 

It has not been proved that recurrent spasm of digital 
arteries can lead to structural changes which go on to 
thrombotic occlusion. Such a sequence of events may 


Fig. 6—Woman aged 47. Acute necrosis of finger-tips in thrombotic . 


digital-artery disease. 
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Fig. 7—Same patient as in fig. 2: ridged lustreless finger-nails and 
atrophied skin of finger-tips. . 


occur, but the fact that so few patients who have had 
intermittent spasm of the digital arteries for many years 
have nutritional changes suggests that it is rare. No 
| patient who has had attacks of spasm for more than 
five years in this study, and in a much larger group in 
whom arteriograms were not done, has yet developed 
nutritional changes. A similar observation was made 
by Lewis. The differences in age, duration of symptoms, 
tempo of progress, and arteriographic appearances suggest 
that there are two different conditions which present 
clinically with the same symptoms. 

The name of Raynaud should, we think, still be 
attached to recurrent attacks of symmetrical discoloration 
of the fingers, and sometimes the toes, due to intermittent 
spasm of the digital arteries on exposure to cold; but 
a distinction should be made between the patients in 
whom obliterative arterial changes are present and those 
in whom no anatomical abnormality can be demonstrated 
by arteriography. We propose that the term Raynaud’s 
phenomenon be retained for the latter group. When 
obliteration of digital arteries can be demonstrated, the 
term “thrombotic digital-artery disease ’’ is preferable. 
Perhaps Raynaud's disease would be a better name for 
this group, but it would cause confusion with existing 
usage. 

We have no histological evidence of the underlying 
pathology in the digital arteries of these patients, but 
such changes as do take place are non-specific (Lewis 
1938). This distinction is important in deciding treat- 
ment because the patient with Raynaud’s phenomenon 
does well on treatment with vasodilator agents—e.g., 
tolazoline—and sympathectomy, whereas in thrombotic 
digital-artery disease little can be done to improve the 
circulation, improvement following sympathectomy is 
slight, and early relapse is the rule. Arteriography is 
a safe and satisfactory method of distinguishing between 
these two groups of patients. 


Summary 


Arteriograms of the digital arteries of the hands were 
made in 23 patients who had intermittent spasm and 
colour changes of the fingers. 


Two groups of patients emerged: (1) those with 
anatomically normal digital arteries, and (2) those with 
obliteration of the digital arteries. 

These two groups are clinically separable, since those 
with digital-artery obliteration have nutritional changes 
in the fingers. 

The term Raynaud’s phenomenon should be retained to 
designate intermittent spasm of the digital arteries 
without clinical complication and with a normal arterio- 
graphic appearance of the digital arteries. 

‘* Thrombotic digital-artery disease ’’ is a better term 
when local nutritional changes are present and there is 
arteriographic evidence of obliteration of the digital 
arteries. 
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NEUROPATHY IN DIABETES MELLITUS 


J. D. MatrHews 
B.A. Camb., M.B. Edin., M.R.C.P.E. 


SENIOR MEDICAL REGISTRAR, ROYAL INFIRMARY, 
EDINBURGH 


NEUROPATHY is common in diabetes mellitus, and this 
complication has proved common during routine examina- 
tions of diabetic patients attending the dietetic out- 
patient department of the Royal Infirmary, Edinburgh. 
I correlate here the incidence of neuropathy with the 
age of the patient, the duration, severity, and control of 
the diabetes, and the coexistence of vascular disease 


Criteria and Material 


Neuropathy was taken as present when unequivocal 
signs of neurone damage were found on a limited neuro- 
logical examination. Neuritic symptoms without signs 
were disregarded in this assessment. The examinations 
included tests for reflex activity, gross muscle weakness, 
well-marked hyperssthesia, and loss of sensation to 
vibration, position, pinprick, and light touch. Slight 
depression of the reflexes and mild changes in sensation 
were not accepted for the purpose of this study. Signs 
of neuropathy were found in 37% of 545 diabetics. 


Results 

Age 

The patient’ s age at the time of examination was 
recorded in one of seven groups: less than 20, 20-29, 
30-39, 40-49, 50-59, 60-69, and 70 or more. It is well 
known that senile degeneration affects the neurones of 
non-diabetics aged more than 50; so a comparative 
study of loss of knee and ankle reflexes and vibration 
sense in the legs in 574 non-diabetic patients aged more 
than 50 was made. Table 1 shows that after the age of 
50 the incidence of neuropathy is higher in diabetic 
than in non-diabetic patients and increases with age, 
but between the ages of 20 and 60 the incidence increases 


TABLE I-——-AGE-INCIDENCE OF NEUROPATHY 


Diabetics Non-diabetics 
Total | Percentage | potqi | Percentage 
no. neuropathy = neuropathy 
J 29 10 
22 
30-39 59 24 an 
40-49 82 33 
50-59 ae és 110 31 341 
60-69 an is 143 52 162 25 
70 or over te 72 55 71 44 
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TABLE II—-NEUROPATHY AND SEVERITY OF DIABETES 


Percentage 
Grade of diabetes — with 
neuropathy 
Under age 
Mild only) 31 10 
Medium (insulin 0-50 units per day) a‘ 107 25 
Severe (insulin over 50 units per day) . 82 30 
Over age e 
Mild ( (aiet one) 139 32 
Medium (insulin 0-50 units per day) .. 164 55 
Severe (insulin over 50 units per day) .. 22 59 


by only 11%. This comparison of the incidence of neuro- 
pathy in the diabetic and non-diabetic groups was not 
strictly valid, beeause the examination for signs in the 
nervous system was more complete in the diabetics. 
More than 90% of the diabetics, however, had loss of 
reflexes or vibration sense in the legs ; so the comparison 
is reasonable. Since an appreciable number of non- 
diabetics aged more than 50 have signs of neuropathy, 
the figures representing severity, duration, and control of 
diabetes have been separated into two groups, over and 
under the age of 50. 


Severity 

The patients have been divided into three grades 
according to the severity of diabetes: (1) ‘‘ mild,’’ in 
which a weighed diet alone was required for diabetic 
control ; (2) “‘ medium,” in which insulin up to a total 
dosage of 50 units in the day was required as well as a 
weighed diet; and (3) ‘‘ severe,’ in which 50 units or 
more of insulin was juired in the day as well as a 
weighed diet. Table 1° .20ws that neuropathy is more 
common among those ‘o require insulin, but mild 
diabetics even aged less than 50 can develop neuropathy. 


Duration 

Table m1 shows the incidence of neuropathy with the 
duration of diabetes. Under the age of 50 44% of 72 
patients who had had diabetes for ten years or more had 


TABLE III—-NEUROPATHY AND DURATION OF DIABETES 


Percentage with 
Duration (yr.) Total no. neuropathy 
Under age 50 
Under 5 101 14 
—9 .. 47 19 
10-14 39 44 
15 or over 33 45 
Over age 50 | 
Under 5 151 37 
5-9 .. 76 45 
10-14 os 46 63 
15 or over .. 52 58 


signs of neuropathy, whereas 15% of 148 patients who 
had had diabetes for less than ten years had signs of 
neuropathy. In the elderly diabetics neuropathy was 
often the presenting feature, and it is well known that 
the onset of diabetes may precede this, sometimes by 
many years. Thus the significance of duration of diabetes 
in relation to neuropathy may be in the length of time 
that a patient has been in a state of uncontrolled diabetes. 


Control 

Two categories of control have been used—* fair ”’ 
and ‘‘ poor.” Patients have been placed in the ‘‘ poor” 
category if any of the following symptoms or signs have 
been observed : thirst, polyuria, or nocturia over continu- 
ous periods of four weeks or more at any time after the 
initial period of treatment, ketosis over a similar period 
of time, or persistent glycosuria +--+ or more with the 
quantitative Fehling’s test. Loss of weight often drew 
attention to poor control and was usually asscciated with 
persistent glycosuria. Patients were also placed in the 


‘**poor”’ category if they had defaulted from attending 
the clinic for longer than six months. 237 patients had 
poor ’’ control, and neuropathy had developed in 64% 
of these. In contrast only 17% of 308 patients with 
‘**fair’’ control had neuropathy. Table 1v presents the 
relationship of control to the incidence of neuropathy 
according to age and duration. It can be seen clearly 
that, whatever the age of the patient or the duration of 
the diabetes, neuropathy developed much more often 
among those with poor control. Under the age of 50, 
when senile neuropathy is unlikely, only 5% of 115 
patients with fair control had neuropathy. On the other 
hand, neuropathy was found in 47% of 105 patients 
aged less than 50 with poor control. 


Vascular Disease 

Vascular disease was regarded as present in both dia- 
betic and non-diabetic patients if any of the following 
conditions were found: (1) a diastolic blood-pressure 


TABLE IV--NEUROPATHY AND CONTROL OF DIABETES 


Fair control Poor control 
Duration (yr.) and 
otat | | motat | 
| neuropathy| neuropathy 
Duration less than 10: | 
Under age ‘+ . 87 2 61 34 
Over age 50. ee 148 22 79 73 
Duration more than 10: 
Under age 50 28 14 44 64 
Over age 50. 2. 45 31 53 85 
Total .. ..| 308 | 17 | 237 | 64 


above 90 mm. Hg ; (2) palpable thickening and tortuosity 
in any of the blood-vessels: of the arms or legs; (3) a 
history of angina of effort, myocardial infarction, or 
intermittent claudication ; and (4) atherosclerosis in the 
retinal arterioles. In diabetic patients the additional 
features of retinopathy and albuminuria were also taken 
as evidence of vascular disease. Table v shows that the 
incidence of neuropathy was higher in diabetics aged more 
than 50 with vascular disease than in a comparable 
group of non-diabetics with vascular disease. 


Discussion 


It is clear from these figures that adequate control of 
the diabetes is the most important factor in the preven- 
tion of neuropathy. This is the estaBlished view of many 
other workers. In this series there were 55 patients aged 
less than 50 in whom senile neuropathy was unlikely to 
have been present, and 89% had been poorly controlled. 
This figure may be more significant than those in table Iv, 
which shows the incidence of neuropathy among poorly 
controlled diabetics, because many of these patients 
may have had signs of neuropathy from which they 
had recovered by the time they were examined. More- 
over I have not included synrptoms, and there must 
be few diabetic patients who have not experienced pains 
or paresthesie at some time or other, nearly always 
when control is inadequate—for example, at the onset of 
the diabetes. It is a common finding also that these 


TABLE V—-NEUROPATHY AND VASCULAR DISEASE 


Vascular disease 
Diabetics | Non-diabetics 
Age (yr.) ; 

Total | Percentage | qotei | 
neuropathy neuropathy 

50-59 59 | 51 102 17 

60-69 62 102 40 

70 or over , 63 62 56 55 
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disappear when the digbetes is con- 
trolled. It is striking that only 5% of 115 patients aged 
less than 50 with ‘‘ fair’’ control had neuropathy. This 
is well within the bounds of error in the rather loose 
assessment of control used here, and it is extremely prob- 
able that diabetic neuropathy hardly ever occurs in the 
well-controlled patient. 

However, the contention that poor control of the 
diabetes is the direct and only factor concerned in the 
development of neuropathy is more difficult to substan- 
tiate than the fact of its importance. 

The réle of deficiency of vitamin B, in the etiology of 
diabetic neuropathy has been the subject of much dispute. 
The similarity of the neuritis of diabetes to that of 
alcoholism or beriberi is suggestive, but the fact that 
diabetic neuropathy does not respond to vitamin B is 
now well established (Rundles 1945, Broch and Klévstad 
1947, Hirson et al. 1953) and has been repeatedly proved 
in patients from this clinic. In this respect it is interesting 
that studies of pyruyic-acid metabolism, which is dis- 
turbed in vitamin-B deficiency, have not shown any such 
disturbance in diabetic neuropathy (Martin 1953). 

Certain workers—e.g., Jordan (1936) and Broch and 
Klévstad (1947)—have commented on the association 
of vascular disease with neuropathy in diabetes. Exami- 
nation of the nerves in limbs amputated for gangrene 
in diabetes has shown neurone degeneration with 
obliterative vascula® disease of the vasa nervorum 
(Woltman and Wildér 1929), and necrosis of the vasa 
nervorum with periarteritis nodosa can cause a neuro- 
pathy which is very similar to that found in diabetes 
(Heathfield and Williams 1954). 

There are, however, good arguments against the view 
that vascular disease is concerned in the causation of 
diabetic neuropathy. The much higher incidence of 
neuropathy in diabetics compared with non-diabetics 
jwith vascular disease suggests that another factor is 
‘involved. Martin (1953) studied the peripheral blood- 
flow in patients with diabetic neuropathy and showed 
that neuropathy may develop in the presence of a good 
circulation. Moreover it is significant that 42% of 55 
diabetics aged less than 50 with neuropathy had no 
evidence of vascular disease according to the criteria 
used here. It is remarkable, too, that only 40% of 
the 204 patients with neuropathy had diabetic retino- 
pathy or albuminuria, which suggests that diabetic 
angiopathy does not involve the vasa nervorum in the 
same way as the vessels of the retina and kidney. Fur- 
thermore recovery from neuropathy, particularly from 
neuritic symptoms, with control of the diabetes is 
common, and up to now vascular disease has been 
regarded as irreversible. Thus it is probable that the 
mechanisms involved in the development of vascular 
disease and neuropathy are different, but that both have 
their origin in the metabolic disorders present in the 
poorly controlled diabetic. 

It is believed that the degree of control can be most 
readily assessed by the presence or absence of glycosuria, 
which is evidence of hyperglycemia outside the physio- 
logical normal, except where a low renal threshold for 
glucose has been proved. The aim of good control in 
diabetes is to achieve normoglycemia with sugar-free 
urine, so far as possible ; for this purpose an accurate diet 
as well as careful insulin cover is desirable. Such accu- 
racy is useful in preventing complications in diabetes, 
particularly neuropathy. 


Summary 

Signs of neuropathy were found in 37% of 545 diabetics. 

The incidence of neuropathy was related to the patient’s 

age ; the duration, severity, and control of the diabetes ; 
and the coexistence of vascular disease. 

Poor control is the most important factor in the 

development of neuropathy in diabetes : 


64% of 237 


ORIGINAL ARTICLES 


[Marcu 5, 1955 


patente with poor control had neuropathy, whereas only 
17% of 308 patients with fair control had neuropathy ; 
and 89% of 55 patients aged less than 50 with neuro- 
pathy, in whom senile neuropathy was unlikely to be 
present, had been poorly controlled. 

Arguments are put forward to show that neuropathy 
in diabetics is not caused by vitamin-B, deficiency or by 
vascular disease of the vasa nervorum. The neuropathy 
is probably due to the disordered metabolism present in 
diabetes. 

I am indebted to Prof. D. M. Dunlop for his continual 
encouragement and advice ; and Sister A. Buchan, Sister A. K. 
Cameron, and the staffs of the dietetic and medical out- 
patient departments of the Royal Infirmary, Edinburgh, for 
their help. 
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HYDROCORTISONE IN LESIONS OF SOFT 
TISSUE 


E. J. Crisp 
B.A., M.D. Camb., D.Phys.Med. 
PHYSICIAN 


P. Hume KENDALL 
M.B. Lond. 
REGISTRAR IN PHYSICAL MEDICINE 
GUY’S HOSPITAL, LONDON 

HyprocortisonE (17-hydroxycorticosterone), a physi- 
ologically active adrenocortical steroid was originally 
isolated by E. C. Kendall in 1940 and called Compound F 
to distinguish it from cortisone, which was known as 
Compound E 


oH OH CH,OH 
° CH; C=O H C=O 
OH OH 
CH; 
CORTISONE HYDROCORTISONE 


Originally it was used (Fourman et al. 1950) as a parenteral 
antirheumatic agent, when it was found to have similar 
properties to cortisone. Hollander et al. (1951), however, 
showed that it was at least four times as active as 
cortisone when the acetate salt was injected locally as 
suspension. 

Hollander et al. described it as having considerable local 
“anti-inflammatory and anti-fibrinolytic”’ activity, and 
reported a high percentage of successes in a considerable 
series of intra-articular injections for rheumatoid arthritis and 
osteo-arthritis. 

Boland (1952) obtained almost identical results. 


Hydrocortisone has since been investigated in this 
country as an intra-articular antirheumatic agent by 
many workers, most of whom have had far less favour- 
able results and point out that, although the active 
inflammation within the joint normally responds readily 
to hydrocortisone, relapse follows within a relatively 
short period and frequent reinjection becomes necessary, 
with the subsequent risk of injury to the joint. 

Hydrocortisone seems to be of far greater value in 
conditions which are essentially reversible without a 
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tendency to relapse. This has indeed proved to be the 
case. 

Hollander et al. (1951, 1953a and b) and Boland (1952) 
in their original and subsequent reports mention several cases 
of soft-tissue lesions—e.g., periarthritis of the shoulder, and 
olecranon bursitis—which responded favourably to local 
injection of hydrocortisone. 

In this country Murley (1954) and Quinn and Binks (1954) 
report good results in ‘‘ tennis elbow,” whereas Freeland and 
Gribble (1954) suggest that hydrocortisone is no more effective 
than 5% procaine injection. 

Robecchi and Capra (1953), in Turin, obtained excellent 
results in both acute and chronic periarthritis of the shoulder- 
joint, whereas Cyriax and Troisier (1953), in London, reported 
poor results in “ freezing arthritis ” of the shoulder. 


The present series of 208 cases treated with hydro- 
cortisone injection represents almost a full year’s trial 
of this form of treatment for the several types of soft- 
tissue ‘‘ rheumatism’? commonly observed in normal 
practice. Tennis elbow (lateral epicondylitis) and golfer’s 
elbow (medial epicondylitis), plantar fasciitis, olecranon 
and prepatellar bursitis, and the various acute and 
chronic soft-tissue lesions of the shoulder-joint are all 
common conditions in which trauma is supposedly 
followed by low-grade non-specific inflammation. The 
essential lesion is in doubt, but the general picture con- 
sists in local pain, tenderness, and oedema of the soft 
tissues with the formation of adhesions and limitation 
of movement. Such cases are essentially reversible when 
treated, and do not tend to relapse once they have 
recovered. They therefore seem to be ideally suited to 
treatment with hydrocortisone. -A similar response to 
trauma is seen in the synovial membranes of joints in 
which local inflammation, shown by acute effusion, 
follows the injury and can be considered to be a reaction 
of the soft tissues to it. As such it should also respond 
to hydrocortisone. 

Although these conditions have a natural history of 
spontaneous recovery, the period of painful incapacity is 
often long, and the patient often receives much unavailing 
physiotherapy. Any treatment which can reduce the 
duration of the disability and the amount of other 
treatment required would be of great value to practi- 
tioners and hospital departments alike. 


Technique 


Hydrocortisone acetate was used throughout the 
series, and with very few exceptions the dose was 25 mg. 
in a 1 ml. suspension. 

The main difficulty in treating lesions of the soft tissues 
has always been accurate localisation of the lesion. The 
tissue affected is often widespread, making the above- 
mentioned dose of hydrocortisone seem too small for 
adequate dispersal and contact. Moreover, hydrocortisone 
is only slightly soluble in plasma. Therefore to help 
spread the hydrocortisone through the tissues the 
suspension was mixed with hyaluronidase 1000 units 
dissolved in 2-5 ml. of 2% procaine hydrochloride. The 
advantages of this mixture are fourfold: (1) it provides 
a more manageable quantity of solution ; (2) its local 
anesthetic action confirms accurate localisation ; (3) it 
gives the patient immediate relief; and (4) the hyalu- 
ronidase ensures the greatest local dispersion of the 
suspension. 

The fluid was injected directly into the site of greatest 
local tenderness determined by palpation and resisted 
movement, and the needle was moved around the site 
during injection. This technique was not always possible 
in dealing with joints ; so the following variations were 
practised : 

In the shoulder-joint, if it was found difficult to identify 
the region of the lesion, the injection was given anteriorly 
into the subacromial bursa and laterally into the area of the 
long head of the biceps muscle ; occasionally a third injection 
was given posteriorly into the region of the capsule of the joint. 


Joints treated for acute effusion were injected with hydro- 
cortisone and hyaluronidase alone (Kendall 1954). The 
method of approaching the joint in such cases was left to 
individual preference. 

No dressing or splinting was applied to the part after 
injection, and the patient received no physiotherapy 
during the period of observation, although many had been 
referred after various periods of previous unsuccessful 
massage and exercises, &c. Most of the patients required 
one injection only, but several received repeated weekly 
injections when the primary condition showed only 
partial response to the first injection. If, after four such 


» Injections, total relief or considerable improvement was 


not noted, the treatment was considered to have failed 
and was discontinued. All the patients were treated as 
outpatients and were seen at twenty-four hours, seventy- 
two hours, one week, two weeks, and then at monthly 
intervals after the injections, independent opinions being 
sought, so far as possible, on the assessment of the 
result of each injection. 


Results 


Of 209 patients treated with 350 injections of hydro- 
cortisone 176 obtained complete or partial relief from 
symptoms, and 33 did not improve. Recurrences were 
noted in 20 cases (about 10%), most of them within 
three months of treatment. . 


Tennis Elbow and Golfer's Elbow 

Of 70 patients, 50 obtained complete relief from pain 
and restoration of full function, 7 made no improvement 
at all, and 13 partially improved, most of whom had 
sufficiently recovered after treatment to take up again 
their normal activities without any other form of therapy. 
A persistent recurrence-rate of 10% was observed, 8 of 
the cases treated in this series relapsing within three 
months of injection. So far the longest period between 
injections and recurrence in any one case has been two 
and a half months. Since the follow-up of most of the 
cases has been for six to nine months, we feel that further 
recurrences are unlikely. 


In almost every case the pain was worse after the imme- 
diate effect of the procaine had worn off, and this lasted 
for thirty-six to seventy-two hours. After this reaction 
the symptoms gradually subsided, usually being com- 
pletely resolved within a week. During this period of 
exacerbation the pain and tenderness seemed to be far 
more widespread than usual, occasionally extending well 
above the elbow and down to the wrist. 


Results were occasionally dramatic : 


Case 1.—A married woman, aged 36, had two years’ history 
of lateral epicondylitis, which originally followed a long period 
of overtime using a guillotine. After failure of physiotherapy a 
tenotomy of the extensor origin was done. This did not relieve 
the symptoms. Three months after the operation an injection 
of hydrocortisone produced immediate relief, and the symp- 
toms never recurred, Six months later the patient was still 
doing her normal work without any evidence of recurrence. 


TABLE I-—-RESPONSE OF SOFT-TISSUE LESIONS TO 
HYDROCORTISONE INJECTION 


Results 
No. 
Diagnosis treated; Com- No Recur- 
better| rence 
Tennis elbow Sa 56 40 10 6 6 
Golfer’s elbow ae 14 10 3 1 2 
Burse (olecranon 
and prepatellar) 14 10 0 4 8 
Painful heels and 
plantar fasciitis. . 19 7 4 8 3 
Tenosynovitis and 
trigger finger .. 8 5 1 2 0 
Dupuytren’s con- 
tracture . . ve 6 4 1 1 0 
Myofascial tender- 
ness 9s ie 20 14 3 3 1 
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Fig. |. Fig. 2. 


Fig. |—Case 2, showing gross distension of subacromial bursa before treatment. 


Fig. 2—Case 2 two weeks after one injection of hydrocortisone, procaine, and hyalu- 
ronidase. No aspiration was done. Swelling has completely subsided. 


Lesions around Heel 

Of 19 patients withacute plantar fasciitis and pain in 
the heel 7 obtained complete reli¢f and 8 did not improve, 
1 of them apparently being made worse by the injection. 
3 of the successfully treated cases recurred within 
periods of up to four months and did not respond to a 
second course of injections. Again an exacerbation of 
symptoms was noted after injection, and usually the worse 
the reaction the better was the result obtained. 


Acute and Chronic Bursitis 

' Of 14 burse injected 10 disappeared so dramatically as 
to be imperceptible seven to ten days later. Of these, 
however, 8 recurred within varying periods of up to 
two months, and although they responded to further 
injections they invariably recurred. 


Tenosynovitis, Trigger Finger, and Dupuytren’s Con- 
tracture 

Relatively few cases of these conditions have so far 
been treated. All 4 cases of trigger finger treated by the 
injection of hydrocortisone 12-5 mg. into the tendon 
sheath recovered fully within a week. 

Of 6 patients with Dupuytren’s contracture treated 
in the early stages 4 could fully 
extend the affected finger after 
treatment and 1 was partially 


reversed scapulo-humeral rhythm) ; to right, 


however,: been followed up for 


Fig. 3—Man, aged 5!, with acute 


left shoulder (fig. 1) after “‘ ricking”’ it at 
work several days previously. On examination 
the joint was grossly distended, and there was 
much limitation of all movements. Hydro- 
cortisone 25 mg. was injected with procaine 
and hyaluronidase, but no aspiration was done. 
After two weeks the shoulder was normal in 
size (fig. 2), the patient was symptom-free, 
and his movements were almost full. 


The typical response of an acute supra- 
spinatus tendonitis is well shown in fig. 3. 

In the chronic type of cases, usually 
“ehronic rotator cuff syndrome’”’ or 
‘frozen shoulder’’ in type, the results 
have not been so good. This is hardly 
surprising, because such lesions, occur- 
ring in late middle age, usually imply 
the presence of a degenerative pro- 
cess. Of 17 such cases treated 8 
progressed to complete recovery, 4 
improved to some extent, and 5 made 
no improvement whatever. One case of 
“* frozen shoulder ”’ is worthy of note : 


Case 3.—A married woman, aged 56, 
had had for two years constant pain and 
extreme stiffness of both shoulders without 
apparent cause. Routine physiotherapy had increased rather 
than diminished the symptoms. Manipulation under general 
anesthesia produced no lasting response. Hydrocortisone 
was accordingly injected into three points around the capsule 
of each shoulder at weekly intervals. Within four weeks 
abduction was almost full on both sides, and the patient was 
put on to general shoulder exercises, by which means she 
regained full range of movements. 


We have been most impressed by the frequency with 
which symptoms were relieved by injection into the 
region of the long head of the biceps muscle as it lies in 
the bicipital groove. 

Case 4.—A man, aged 57, awoke one morning with severe 
pain in his left shoulder. By the following day the joint was 
completely immobilised by protective muscle spasm, any 
attempt at passive movement giving rise to agonising pain. 
Palpation revealed a point of extreme tenderness over the 
long head of the biceps muscle, into which region hydro- 
cortisone was therefore injected. Within eight hours the 
patient was practically symptom-free and a full 
of movement had returned. He was not troubled by any 
recurrence in the subsequent six months. 


Acute Traumatic Effusions 
Treatment in these cases was reserved for joints in 
which there was no bony or discrete ligamentous injury. 


only two months, although no 
further contracture has been 
noted in this short period. 


Lesions of Shoulder-joint 

It was often extremely difficult 
to determine which structure was 
responsible for the pain and stiff- 
ness in this joint. At present 
diagnoses such as ‘‘ supraspinatus 
strain’’ and “rotator cuff syn- 
drome ” hold pride of place with 
periarthritis and capsulitis.”’ 
Of 26 acute cases of the various 
types treated 14 were completely 
relieved, 10 were partly im- 
proved, and 2 showed no change. 


Case 2.—A labourer, aged 68, had 
pain, stiffness, and swelling of the 


seven days after injection of hydrocortisone into 
point of greatest tenderness (abduction now 
almost full and scapulohumeral rhythm normal). 
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TABLE II—RESPONSE OF SOFT-TISSUE JOINT LESIONS TO 
HYDROCORTISONE INJECTION 


Results 
No. 
Diagnosis treated | Com- 

- No Recur- 
Improved) petter| rence 

Traumatic arthritis! 29 | 21 | ++ | 1 0 

Shoulder : 
Acute... oa 26 14 10 2 0 
Chronic .. ee 17 8 4 5 0 


Of the 29 cases treated 21 responded very rapidly to 
hydrocortisone, 7 were much improved, and only 1 
remained static. .In the successful cases the greatest 
effect was usually observed within seventy-two hours. 


Miscellaneous 

This group comprises the various muscular and ten- 
dinous lesions that are usually termed ‘‘ fibrositis’’ or 
myofasciitis. A clear-cut history of trauma is normally 
obtainable, and tender indurated areas are easily 
palpable. 

Of the 20 such cases treated 14 responded completely 
and 3 did not change. 


General 

Only 1 case (of plantar fasciitis) was made worse by 
this treatment, and only 1 case of local infection was 
observed, this case being of mild Dupuytren’s contracture. 

Despite a careful watch for the toxic effects usually 
associated with cortisone none was observed, presumably 
because the doses are so relatively small. The only 
untoward reaction observed was transient urticaria 
following the injection of a knee-joint. 


Discussion 


Hydrocortisone has proved most effective in the 
treatment of lesions of the soft tissues. It is without 
question the treatment of choice in tennis elbow and 
golfer’s elbow, reducing the treatment to one or two 
weekly injections and eliminating in most cases the long 
periods of physical treatment otherwise required. 

In the treatment of recent intra-articular and peri- 
articular injuries of the soft tissues hydrocortisone is 
valuable in hastening recovery, which otherwise is 
often protracted. It has a wide sphere of application, 
particularly in association with the careful combined 
use of non-weight-bearing exercises of the injured 
part. 

Most of the acute shoulder lesions responded dramatic- 
ally to local injections of hydrocortisone, and we feel 
that this substance should be tried in every acute 

In the more chronic type of shoulder disability, 
including the ‘‘ freezing arthritis’’ mentioned by Cyriax 
and Troisier (1953) as not responding to hydrocortisone, 
our results were not so successful as in the acute cases, 
but the fact that we were successful in 48% of chronic 
eases suggests that hydrocortisone should be tried. 
Many of the patients who do not obtain complete felief 
have either increased range of movement or less pain. 
Several patients who had-completely ‘‘ frozen ’’ shoulders 
which responded to no form of physiotherapy made 
rapid progress when given the same treatment after 
hydrocortisone injections, even though hydrocortisone 
by itself did not producé any detectable response. 

The few cases of tenosynovitis and ‘‘ trigger finger ”’ 
treated showed a good response to hydrocortisone ; such 
eases’ are probably well worth a trial injection before 
being submitted to long periods of splinting or to 
surgery. 


The response of plantar fasciitis was particularly dis- 
appointing, the proportion of successful results being 
rather less than 40%. Although this lesion appears to 
be ideally suited to hydrocortisone injection, results 
have not been so good as anticipated. The probable 
reason for this is the difficulty in locating exactly the 
site of the inflammation within the fascial planes—if 
there is one. In view of the difficulty of treating this 
condition by other methods, however, it is again prob- 
ably worth while observing the effect of hydrocortisone 
before proceeding with them. 

The immediate response of acute prepatellar bursitis 
and olecranon bursitis is normally complete rapid 
resolution of inflammation and diminution of the bursa. 
After periods varying from seven days to three months, 
however, a high percentage of the burse recurred and, 
although usually responding well to reinjection, tended 
to recur constantly. We no longer treat such burs 
with hydrocortisone. 

The painful tender indurated areas in muscle, musculo- 
tendinous regions, and tenoperiosteal junctions which 
often follow trauma showed a particularly successful 
response to hydrocortisone. Results were often dramatic 
and considerably shortened the periods of physiotherapy 
otherwise often required. 

The results in the treatment of early Dupuytren’s 
contracture are encouraging, but sufficiently few cases 
have been tried to warrant conclusions. 

The over-all recurrence-rate in the present series is 
about 10%. Most of the cases have been followed for 
six to nine months or, longer, which fact probably 
explains why this figure is rather higher than in any 
of the previously reported series, and it .may well 
be even higher after longer periods of time have 
elapsed. 

Hydrocortisone by its “ anti-inflammatory”’ action, 
which has not yet been explained, appears to be of great 
value in treating acute non-specific lesions of soft tissues ; 
its efficiency is greatest in the early acute cases, where 
inflammation is presumably at its peak, and least in 
cases of long standing in which the inflammation has 
probably subsided and fibrosis is prominent. 

The older the patient the less readily he responds to 
treatment. 

The apparent absence of toxic effects in the dosage 
used further enhances the value of hydrocortisone as a 
therapeutic agent. 


Summary 


209 cases of soft-tissue lesions were treated by local 
injection of hydrocortisone. 

This treatment led to complete resolution of symptoms 
in 80% of the cases and was ineffective in 10%. 

A recurrence-rate of 10% was observed during a nine- 
month follow-up. Most recurrences started within three 
months. 

The combination of 2% proeaine and hyaluronidase 
with the hydrocortisone has proved a valuable adjunct. 


We are indebted to Dr. K. MacLean for supplies of hydro- 
cortisone acetate, and to Mr. Charles Engel, of Guy’s Hospital 
photographic department, for the illustrations. 
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LIGATION OF THE POPLITEAL VEIN FOR "Hence 


ULCERS OF THE LEG 


H. D. Moore 
M.C., M.B. Sydney, F.R.C.S.E., F.R.C.S. 
SENIOR SURGICAL TUTOR IN THE UNIVERSITY OF LEEDS 


Tue results of ligation and excision of a segment of the 
popliteal vein for leg ulcers of venous origin in patients 
followed for an average of 4'/, years are described here, 
together with an investigation into the state of the 
ligated veins by venography and measurement of the 
venous pressures. 

This inquiry was begun because the longest reported 
follow-up of such cases is 2?/; years (Bauer 1950); the 
results in the present series at 4'/, years differed radically 
from those at 2 years; the late postoperative state of 
the ligated veins has not previously been investigated. 


Method 

The clinical results have been assessed solely on the 
state of the ulcers, and no account has been taken of sub- 
jective symptoms (e.g., pain) and signs (e.g., the amount 
of swelling of the feet and legs) which are difficult to assess. 

The venograms were ascending and done by the 
method of Moore (1949), which consists, in brief, of 
injecting diodone into any vein on the foot of the supine 
patient ; using a touTniquet at the ankle to occlude the 
superficial veins and to force the diodone into the deep 
venous system ; and applying a tourniquet to the thigh 
to occlude both the venous return and the diastolic 
inflow of arterial blood. 

The venous pressures were measured in any convenient 
vein in the foot by the method of Walker and Longland 
(1950)—i.e., a ‘ Polythene ’ tube is put into the vein and 
connected to a reservoir of heparinised saline solution and 
ja manometer, and the venous pressure is taken to be that 
pressure at which the blood is just prevented from 
proceeding along the polythene tube. The pressures 
taken were the standing pressure; the pressure when 
the patient was standing/walking lifting the feet about 
18 inches 30-40 times a minute; and the pressure 
standing/walking with a tourniquet below the knee tight 
enough to occlude the superficial but not the deep veins. 


Clinical Results 
13 legs were examined. The results at an average of 
2 years after popliteal ligation (Moore 1953) were 8 healed, 
1 healed but wearing an elastic-webbing bandage since 
operation, and 4 no change. The results at an average 
of 4'/, years are 2 healed, 1 healed but wearing an elastic- 
webbing bandage since operation, and 10 ulcerated. 
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of the 13 bene 4 4 showed no impeovement at any 
time ; 6 healed for periods of 9 months to 5 years but 
then broke down; 1 is healed but has worn elastic 
bandages since operation and may therefore be cured by 
that or by the operation ; and only 2 can be considered 
an unqualified success. 
Venographic Findings 

11 legs were examined at an average of 31/, years 
postoperatively. The findings were. the same in all— 
namely, that the gap in the popliteal vein had been 
bridged by a dense plexus of large channels (see figure). 


Venous Pressure 

The same 11 legs were examined at an average of 3'/, 
years postoperatively, and the readings were compared 
with the readings in the opposite leg when only 1 popliteal 
vein had been excised. The findings are set out in the 
accompanying table, which shows that the average fall 
in the venous pressure with standing/walking and 
standing/walking with a tourniquet below knee was 
about 22 mm. Hg in each case, whereas it has been shown 
that the usual fall in pressure where the deep veins are 
normal is about 44 mm. Hg (Moore 1954). 

The table also shows that, with 1 exception, there is a 
great difference between the falls of pressure on the side 
with an intact popliteal vein and that on the side on 
which the vein has been ligated. 


Discussion 

The principle of popliteal ligation is based on the 
assumptions (1) that the gravitational syndrome results 
from a column of blood, in the deep veins, extending from 
the heart to the feet unsupported by adequate venous 
valves, these being either congenitally absent or destroyed 
by previous phlebitis or incompetent through dilatation 
of the deep veins ; and (2) more important still, that the 
absence of valves prevents the normal fall in venous 
pressures with exercise. It was therefore thought that 
the unsupported column should be broken by ligation of 
the popliteal vein (Bauer 1948). 

That the column can be interrupted is evident ; but 
that new large venous channels would form to take the 
place of the popliteal vein seemed likely—and this in 
fact happens. All the legs examined showed these copious 
collaterals (see figure); the collaterals being so big that 
it is impossible to believe that the column of blood in the 
legs is in any way interrupted at the site of operation. 

As regards the venous pressures with exercise it is hard 
to see how ligation of the popliteal vein would help ; 
indeed, the obstruction of the main venous channel by 
operation should cause a rise of pressure distally, on 
exercise, at least in the immediate postoperative period ; 


VENOUS PRESSURES IN 11 LEGS Be YEARS AFTER LIGATION OF THE POPLITEAL VEIN 


| 
Case | History of Result of 
ne old deep Operation done ven m on side | 
’ | phlebitis of pop. lig. | 
| Doubtful Rt. nil, It. pop. lig. Large collaterals 
| | round gap 
2 | Yes | Rt. nil, lt. pop. lig.; It. | ’ 
3 | Yes Bilat. pop. lig. | ” 
4 Yes | Bilat. pop. lig., bilat. | 
Trendelenburg 
5 | Yes Rt. Trendelenburs, It. 
op. | 
6 | Yes Bilat pop. lig., bilat. | 
| Trendelenburg 
7 No | Rt. pop. lig., It. nil 
8 | Yes Rt. nil, It. pop. lig., It. | » 
Trendelenburg 


Pressure (mm. Hg) Falls in pressure 


(mm. Hg) 
| Sta ding/ | ng. | Standing/ Iking 
> n walking Ss wa 
Standing | walking walking with 
| | tourniquet | tourniquet 
Rt. 90 80 71 10 19 
Lt. 90 64 62 26 28 
Rt. 90 50 32 40 58 
Lt. 90 80 80 | 10 10 
Rt. 88 j 58 Not done 30 
Lt. 88 52 52 36 36 
Rt. 89 | 13 
Rt. 88 aS 45 28 43 
Lt. 88 | 60 - 28 
Rt 92 60 66 32 26 
Lt 90 65 64 35 36 
Rt 90 80 74 10 16 
Lt 90 ee 48 60 42 
Rt 98 | 39 38 
Lt. 100 100 100 0 0 
Average falls in ven. press. on side of pop. | 21-5 21 
Average fall on side with intact pop. vein | 35 40 
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and this had been shown to happen (De Camp et al. 1951, 
Boyd et al. 1953). The present cases show similar 
results 3'/, years after operation, there being an average 
fall of pressure on standing/walking and standing/walking 
with tourniquet below the knee which is much less than 
in the normal and much less than in the unoperated leg 
of the same patient. 
Conclusions 

It therefore seems that the basis of the operation is 
unsound ; and the long-term results, although judged 
on very few cases, are shown to be poor. Nevertheless 
it is of interest to speculate why any of these cases do 
well (3 of these which had proved most intractable to the 
usual measures remained well for 5 years after the 
operation, and 2 continue to do so). 


Ascending venograms 4 years after |'/, inches of right popliteal vein 
had been excised : A, operated leg ; B, unoperated leg. 

Note copious large collaterals which have taken place of 

excised segment, and excellent filling of femoral vein through 

these collaterals. Venous pressures (mm. Hg) measured at 


same time were as follows: Standing jwalking 
Standing Standing/walking with tourniquet 

Rt. leg ae 80 74 

Lt. leg eo- 30 48 


Summary 

The clinical results are given of the ligation of 13 
popliteal veins for ulcers of the leg, at an average of 4/, 
years postoperatively. 

The veins of the leg after popliteal ligation were 
examined in 11 cases by ascending venography and by 
measurement of the venous pressures. 

The clinical results were bad, and venography and 
venous pressures showed that the theory of the operation 
has an unsound basis. 

Nevertheless 3 intractable ulcers remained healed for 5 
years after the operation—no explanation is given for 
this—and 2 remain healed. 
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STILBESTROL PHOSPHATE AND 
PROSTATIC CARCINOMA 


D. BRANDES * 
M.D. Buenos Aires 


ASSISTANT PATHOLOGIST, CANCER RESEARCH DEPARTMENT, 
LONDON HOSPITAL 


G. H. Bourne 
D.Se. W. Aust., D.Phil. Oxfd 


READER IN HISTOLOGY IN THE UNIVERSITY OF LONDON AT 
THE LONDON HOSPITAL MEDICAL COLLEGE 


ANTIANDROGENIC measures, such as castration and 
cestrogen therapy, have been widely used in the treatment 
of carcinoma of the prostate. However, there has been 
much discussion about the mechanism of action of cestro- 
gen on the prostatic epithelium. Thus Szego and Roberts 
(1953) claim that estrogens have to be activated by the 
liver before they can have any effect, and Chamorro 
(1950) believed that they act indirectly by restricting the 
production of androgenic hormones. However, Lasnitzki 
(1954) has shown, in tissue-culture of mouse prostate, 
that wstrogens act directly on the prostatic epithelium. 

Several workers have advocated the use of wstrogen 
phosphates in the treatment of prostatic carcinoma, on 
the assumption that such phosphates would be dephos- 
phorylated in the prostate by its phosphatases and thus 
presumably more effectively localised in the prostate. 
It therefore seemed important to see whether one of 
these estrogen phosphates—namely, diethylstilbestrol 
diphosphate—could be dephosphorylated in vitro by the 
phosphatases of the prostate. 


Fresh human prostatic tissue and fresh prostate, liver, 
spleen, brain, and kidney of rats were separately homogenised 
in an Elvehjehm-Potter glass homogeniser. To show activity 
in an acid medium, 0-5 ml. of acetate buffer pH 5-0 containing 
10 mg. of the estrogen phosphate was added to 0-5 ml. of 
different concentrations of the homogenate: 1:10; 1: 20; 
1:40; and 1:80. To show activity in an alkaline medium 
barbitone-hydrochloride buffer pH 8-9 was used. The mixture 
was incubated for one hour at 37°C, and the phosphatase 
activity was measured by estimating the amount of phosphorus 
liberated from the substrate by the method of Allen (1940). 
Suitable controls were made by incubating the same substrate- 
buffer mixture without homogenate and by using an inac- 
tivated homogenate. 


Human prostate phosphatases, both acid and alkaline, 
proved highly effective in hydrolising the stilbwstrol 
phosphate. Similar results were obtained with rat tissues, 
which are known to contain large amounts of acid and 
alkaline phosphatase. Attempts to show the reaction 
histochemically in an acid medium failed because lead 
ions precipitated the substrate. 

This ability of prostatic tissue to hydrolyse stilbestrol 
phosphate might justify the claim of Druckrey and 
Raabe (1952) and Wilmanns (1954) that. stilbestro. 
phosphate has an organ-specific. chemotherapeutic effect 
in the treatment of prostatic carcinoma. We found, 
however, that this substance was dephosphorylated by 
rat tissues other than the prostate. On the other hand, a 
carcinomatous prostate produces far more acid phos- 
phatase than any other organ and might therefore 
be expected to hydrolyse much more stilbcestrol 
phosphate. 

It remains to be seen whether the ability of the prostate 
to hydrolyse stilbestrol phosphate is due to its non- 
specific acid phosphatase or to a specific phosphatase. 
Bourne (1954) has shown histochemically at pH 9-0 
differences in the localisation of the reaction in various 
rat tissues when stilbeestrol phosphate was used as a 
substrate compared with the results obtained with glycero- 
phosphate or with estrone phosphate, which suggests 
that there are one or more specific estrogen phosphatases. 


* In receipt of a grant from the British Empire Cancer Campaign. 
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A further problem under investigation in this labora- 
tory is the possibility of increasing the therapeutic value 
of estrogen phosphates in treating prostatic carcinoma 
by incorporating **P in the molecule. It may be possible 
in this way to use two therapeutic agents—the stilbeestrol 
molecule and radioactive phosphorus—to attack the 
malignant prostatic cells. 


We are indebted to Dr. A. L. Morrison, director of research, 
Roche Products Ltd., and Asta-Werke, A.G., for supplies of 
diethylstilbeestrol diphosphate. 
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DISSECTING ANEURYSM OF THE AORTA 


A..P. THomson 
M.C., M.D. Birm., F.R.C.P. 


PROFESSOR OF THERAPEUTICS IN THE UNIVERSITY OF 
BIRMINGHAM 


F. G. W. Marson 
M.D. Birm., M.R.C.P. 
LECTURER IN MEDICINE IN THE UNIVERSITY OF LEEDS 


Tue following cases are reported to show that patients 
may survive external rupture of a dissecting aneurysm 
of the aorta. After a remission lasting four days 
case 1 died suddenly from a recurrence of bleeding, but 
case 2 survived for a year and returned to his ordinary 
work before he died of cerebral hemorrhage. Necropsy 
in case 2 revealed a healed dissecting aneurysm with no 
trace of either previous hemorrhage or external tear of 
the aorta. 

Case-reports 

Case 1.—<An obese intelligent man, aged 60, was admitted 
to. hospital on Dec. 27, 1950, with three years’ history of 
precordial pain and dyspnea on exertion. Twelve days 
before admission, while straining at stool, sudden intense 
pain between the shoulder-blades caused him to roll about 
the floor, screaming in agony. The pain was eased by 
morphine and disappeared after ten hours. The patient 
remained in bed and had no further trouble until the day 
before admission, when, while sitting on a bedpan straining 
at stool, he experienced a sudden sensation of a vice-like grip 
on his neck, He could not move his neck, which rapidly 
became extremely swollen, and he developed urgent dyspnea. 
Thinking he was about to die, he called for his wife and 
clasped her tightly to his chest until he experienced partial 
relief of symptoms a few minutes later. 

On admission he had conspicuous swelling and bruising of 
his neck.’ On the right side of his chest was a leaf-shaped 
bruise which was a facsimile of the cut-out pattern of the 
dress his wife was wearing at the time of the embrace. The 
pharynx was ensheathed in blood in the submucous layers. 
The pulse was regular, rate 100; the heart was enlarged to 
the left on percussion, and the heart sounds were normal, 
with no murmurs. The blood-pressure was 180/120 mm. 
Hg in both arms. The femoral pulses were present and equal. 
No abnormality was found on examination of the abdomen, 
the lungs, and the central nervous system. A blood-count 
showed red cells 4,550,000 per c.mm.; white cells 10,500 
per c.mm. (neutrophils 86%); Hb 92%. Electrocardio- 
graphy showed evidence of ischemia of the anterolateral 
surface of the heart but no evidence of myocardial infarction, 
Radiographs of the chest and neck showed a prominent 
unfolded aorta; gross enlargement of the upper mediastinal 
shadow to the right; a very considerable increase in the 
prevertebral soft-tissue shadow in the cervical and upper 
dorsal regions, displacing the trachea and larynx forwards ; 
compression of the trachea at root of neck ; and gross com- 
pression of the supraglottic portion of the laryngopharynx, 
These findings are consistent with a large hemorrhage into 
the soft tissues. The blood-urea level was 36 mg. per 100 ml. 
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Outcome.—The patient’s condition was satisfactory until 
Dec. 30, 1950, three days after admission, when he suddenly 
cried out with pain in his neck and died in a few minutes. 

Necropsy Findings.—At the junction of the left subclavian 
artery with the aorta there was a split about a quarter of an 
inch long through all the coats of the aorta. Behind this 
there was a massive collection of blood-clot, extending 
upwards into the neck as far as the base of the skull, in the 
loose fascia between the cervical and thoracic vertebre and 
the csophagus. The blood had infiltrated all the fascial 
planes of the neck, the skin of the neck and right upper chest, 
and the submucous tissues of the pharynx and larynx, 
including the aryepiglottic fold.. From the site of rupture a 
dissection between the adventitia and the media of the aorta 
extended as far as the origin of the cceliac axis. The ascending 
aorta was unusually free from atheroma. The heart showed 
moderate left ventricular hypertrophy and fairly extensive 
coronary atheroma. No further abnormalities were demons- 
trable. 


Comment.—Taken in conjunction with the history of 
angina, the sudden onset of chest pain at first suggested 
myocardial infarction. The later development of sudden 
swelling of the neck indicated hemorrhage from a large 
artery, and it became clear that the patient had sustained 
a dissecting aneurysm of the aorta which had yuptured 
externally. It seems certain that fhe hemorrhage," of 
such force as to delineate the leaf pattern of his wife’s 
dress during an embrace, ceased -within a few minutes. 
The patient’s convalestence appedted to be satisfactory 
until his sudden death four daysJater.“- 


Case 2.—A well-nourished man, agaéd 50, was admitted to. 
hospital on Jan. 31, 1951. He had been well until 8 a.m. two 
days previously. Then, while walking about at home, he 
gradually developed dull aching pains over both scapule. 
Within two to thre® hours the pain moved to the epigastrium 
and became very severe. The patient retired to bed, and later 
in the day the pain became stabking, each stab coinciding 
with a beat of the heart. The pair persisted’ in diminishing 
intensity until 10 a.m.on the day of admission, when while 
lying in bed he suddenly cried out with intense pain betweén 
the shoulders and immediately noticed a swelling of his neék 
and a sense of suffocation. Within a few minutes the neck 
was much swollen and the patient became extremely anxiou§. 
The pain was much easier when he reached hospital an hour 
later. 

On admission there was a conspicuous diffuse, soft, and 
rather tender swelling of the neck. The circurhference of the 
neck was 17'/, inches (he normally wore a 15-inch. collar), 
His pulse-rate was 85, pulse regular. The cardiac apex was 
4 inches out in the fifth interspace. The heart sounds were 
normal, and there were no murmurs. The blood-pressure was 
195/110 mm. Hg in the right arm and 190/110 mm. Hg in the 
left arm. The systolic blood-pressures were 230 and 225 
mm. Hg in the right and left legs respectively. No abnormality 
was found on examination of-chest, abdomen, or central 
nervous system. A ruptured dissecting aneurysm of the aorta 
was provisionally diagnosed, and the patient was kept strictly 
at rest in bed. 

Two days later a massive bruise.appeared over the upper 
chest and the neck (see figure). A blood-count showed red 
cells 4,800,000 per c.mm.; white cells 11,400 per c.mm. 
(neutrophils 70%) ; Hb 88%. The erythrocyte-sedimentation 
rate was 23 mm. in the first hour (Westergren). Electro- 
cardiography did not show evidence of myocardial infarction. 
The Wassermann reaction of the blood was negative. Radio- 
graphy on Feb. 5, 1951, showed an enlarged aortic arch. 

During the next few weeks the patient had attacks of central 
chest pain, each lasting several hours, at about daily intervals. 
The attacks were sudden and severe and usually required 
‘Omnopon ’ for their relief. Radioscopy on March 27, 1951, 
showed that the posterior part of the aortic arch was extremely 
wide, the left border of the descending aorta (or aneurysm ?) 
extending well to the left and showing ‘a small local bulge 
half-way along its length; pulsation, not very pronounced, 
was seen in this descending portion. The attacks of pain 
gradually diminished in frequency and intensity, and the 
patient was entirely free from-symptoms at the time of his 
discharge on April 3, 1951. 

After discharge he attended as an outpatient at regular 
intervals. At first he remained symptom-free apart from 
oceasional mild precordial discomfort." He returned to work 
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Case 2: widespread pearmomcnses over > weal and upper part of chest. 


at the end of July, 1951. Examination on Sept. 19, 1951, 
showed that the blood-pressure had risen to 280/160 mm. Hg 
in the right arm and 300/170 mm. Hg in the left arm. On. 
Nov. 14, 1951, the patient reported that he got dyspnea on 
walking a few hundred yards. His fundi now showed 
papillcedema. 

Readmission.—On Jan. 28, 1952, the patient was admitted 
to hospital in deep coma. While sitting at a desk he had had 
a sudden queer feeling and lapsed into coma within a few 
minutes. On admission, an hour later, he was deeply uncon- 
scious, with stertorous breathing, pulse-rate 90, and blood- 
pressure 220/120 mm. Hg. His fundi showed bilateral 
papilloedema and flame-shaped hemorrhages. He died a few 
hours later. 

Necropsy showed a dissecting aneurysm of the aorta 
eXtending from the end of the aortic arch for 8 cm. Re-entry 
had taken place, and a new endothelialised track was present. 
There was no evidence of previous external rupture of the 
aneurysm or of hemorrhage. The left ventricle of the heart 
was hypertrophied, with patchy fibrosis of the myocardium. 
The coronary arteries showed severe atheroma but were 
patent. The brain contained a massive hemorrhage in the 
pons, which extended up into the right basal ganglia and 
hemisphere. 

Comment.—In view of the remarkable similarity ‘to 
case 1 it seemed certam that this patient also had a 
dissecting aneurysm of the aorta with external rupture, 
and the pulsating nature of the pain supported that view 
(Kilgore 1940). At necropsy a year later there was no 
evidence of previous external rupture of the aneurysm, 
but the explosive nature of the hemorrhage and its 
occurrence two days after the onset of severe pain left 
little doubt that the aneurysm had so ruptured. The 
aneurysm remained ‘‘ healed ’’ despite the later develop- 
ment of malignant hypertension. 


Discussion 


External rupture is the commonest cause of rapid 
death in cases of dissecting aneurysm of the aorta (David 
et al. 1947), and few patients survive this complication 
for more than a few hours. The present cases were 
unusual not only because they survived sudden severe 
hemorrhages for four days and a year respectively but 
also because the hemorrhage took place into the tissues 
of the neck, with dramatic swelling and with the later 
development of ecchymoses. The physical findings 
after rupture and hemorrhage from a dissecting aneurysm 
are rarely so obvious as in the present cases, and recovery 
from this complication may be more common than is 
generally recognised. Necropsy at a later date, as in 
case 2, may not show evidence of previous hemorrhage 
or of external rupture of the aorta. 

The fact that hemorrhage from a dissecting aneurysm 
of the aorta is not invariably and immediately fatal is 
important, because cases of this kind may readily be 
confused with myocardial infarction, and treatment with 
anticoagulants may be instituted with disastrous results. 
Brumfitt and Rankin (1954) report an example of this 


therapeutic error. The difficulty in diagnosis between 
dissecting aneurysm and myocardial infarction was first 
discussed by White et al. (1934). The difficulty persists, 
for in 58 cases of dissecting aneurysm reported by 
Levinson et al. (1950) the mistaken diagnosis of infarction 
had been made in 20 (34:5%). The electrocardiograph 
is usually abnormal in cases of dissecting aneurysm of the 
aorta, but only rarely does it show evidence of myocardial 
infarction (David et al. 1947). However, in endeavouring 
to start anticoagulant therapy as soon as possible in 
cases of presumed myocardial infarction, such treatment 
may be given in anticipation of electrocardiographic 
confirmation. If such treatment is mistakenly given in 
cases of dissecting aneurysm, particularly with external 
rupture, it will probably prejudice the small chance of the 
patient’s recovery. 
Summary 


2 cases of survival after external rupture of a dissecting 
aneurysm of the aorta are reeordéd.* In case 1 the 
survival was forfour days and at necropsy the site of the 
hemorrhage was clearly demonstrable. Case 2 lived for 
a year, and after death from cerebral hemorrhage no 
trace of the external rupture could be found, though the 
clinical course left no doubt of its occurrence. 


The necropsies were done by Dr. M. G., Fitzgerald (case 1) 
and Dr. J. G. Jackson (case 2). 
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A CASE OF SARCOIDOSIS AND THREE 
CASES OF ATYPICAL TUBERCULOSIS IN A 
FAMILY 
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In view of the conflicting views on sarcoidosis as 
regards both etiology and definition the following report 
of one case of sarcoidosis and three eases of an apparently 
related condition in a family is of interest. 

Sarcoidosis, as now defined (Scadding 1950, Cowdell 
1954), is that condition or group of conditions in which 
is found, throughout the affected tissues, a definite 
histological pattern which is described by Scadding thus : 

“* Epithelioid tubercles, as a rule clearly defined within the 
affected tissues, with only slight round cell infiltration in 
their vicinity, without any central caseation, with or without 
Langhans-type Giant cells and with or without the peculiar 
inclusion bodies within these cells described by Schaumann 
(1941).” 


This definition has great advantages over previous 
ones in that it is rigid and contains few ‘“‘ permissive 
phrases.’’ There should be no doubt, once the affected 
tissue has been examined histologically, about whether 
the case comes within the definition or not. Such a 
rigid definition, however, carries with it certain disadvan- 
tages: occasional cases somewhat resemble sarcgidosis ‘ 
both clinically and histologically but do not quite fit 
the definition. Three of the present cases fall into this 
category. The lesions in each showed minimal central 
easeation, which excludes sarcoidosis. Such cases are 
difficult. to classify. We have reluctantly called them 
** atypical tuberculosis,” realising that this is not a 
satisfactory name, because it appears to assume that 
tuberculosis is the cause of the condition. 
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Biopsy specimen of axillary lymph-gland from case |, showing area of minimal 


central caseation (arrow). 


The family consists of the parents, five sons, and two 
daughters. The youngest child is now aged 17. The 
elder sister and two of the brothers have refused 
examination. The mother and the father have shown 
no abnormality. 


Case 1.—The eldest son, aged 27, was found to have 
bilateral scattered pulmonary shadows on mass radiography 
in June, 1952, and was admitted to a sanatorium. No 
tubercle bacilli were found in his sputum, and he was negative 
to 100 tuberculin units in a Mantoux test. He developed 
signs of peripheral neuritis, became semicomatose, and was 
transferred to a general hospital. For weeks he continued 
to have low-grade pyrexia and remained very ill. 

Investigations.—Lumbar puncture produced cerebrospinal 
fluid (c.s.¥.) containing no cells, protein 240 mg. per 100 ml., 

and an increased amount of globulin. A Wassermann reaction 
was negative. Liver biopsy, bronchoscopy, a blood-count, 
erythrocyte-sedimentation rate (E.8.R.), plasma-protein levels, 
and radiographs of hands and skull were all normal. Vac- 
cinated with B.c.c. the patient did not subsequently react 
to Mantoux 100 tuberculin units. In December, 1952, a 
biopsy specimen of a right axillary lymph-gland contained 
nodular granulomatous lesions, many of them undergoing 
fibrosis. There were also numerous lobulated scars which 
represented the final stage of healing of granulomata. The 
granulomatous lesions were composed of epithelioid cells, 
and some showed a suspicion of central caseation. Most of 
the lesions would be classified as sarcoidosis, but some were 
fairly typical tubercles (see figure). Tubercle bacilli were not 
found on Ziehl-Neelsen staining. 

Treatment and Progress.—In view of this report the patient 
underwent anti-tuberculosis chemotherapy without obvious 
improvement. His chest radiographs remain unchanged, but 
his neurological lesion has gradually improved, and two years 
after first presenting he was well enough to return to light 
sedentary work. Repeated sputum cultures during this time 
have all proved negative for tubercle bacilli. 

Case 2.—Case 1's younger sister, aged 22, was radiographed 
in 1952 as a contact of case 1 and found to be normal then 
and again in February, 1953, when she was negative to 
10 tuberculin units in a Mantoux test. In August, 1953, 
she was found to have gross enlargement of her hilar lymph- 
glands and was admitted to hospital, without symptoms 
or signs. 

Investigations.—Another Mantoux test with 100 tuberculin 
units was negative, and sputum cultures did not grow any 
tubercle bacilli. Plasma-protein levels, a blood-count, and 
radiographs of the hands were all normal. <A biopsy specimen 


of liver contained several small well-defined nodules of 
epithelioid cells surrounded by a narrow zone of lymphocytes. 
No giant cells were seen. 
those of sarcoidosis. 


The histological appearances were 


ORIGINAL ARTICLES 


Treatment and Progress.—The patient received 
a@ three-month course of anti-tuberculosis chemo- 
therapy, and radiographs subsequently showed 
considerable improvement. She remains well. 

Case 3.—A brother of cases 1 and 2, aged 
24, attended hospital with enlarged submental 
lymph-glands in May 1953. In March, 1954, he 
was seen at the chest clinic, with a year’s history 
of cervical swellings which were gradually becoming 
larger. 

Investigations —He was positive to 100 tuber- 
culin units in a Mantoux test. A blood-count, 
E.S.R., radiographs of chest and hands, plasma- 
protein levels, alkaline phosphatase, and serum- 
calcium levels were all normal. In May, 1954, a 
biopsy specimen of a submental lymph-gland 
showed that the structure of the gland had been 
largely superseded by well-demarcated granulo- 
matous masses consisting mainly of epithelioid 
cells. Some of the masses showed early central 
caseation, but no giant cells were seen. No 
acid-fast bacilli were found by Ziehl-Neelsen 
staining. 

Treatment and Progress.—The patient was treated 
with streptomycin and p-aminosalicylic acid in 
July—October, 1954. Some of the enlarged glands 
definitely regressed, but a further gland became 
palpable in the left occipital region. 

Case 4.—Another brother, aged 22, first 
noticed a swelling beneath the angle of his jaw in 1949; 
this was also noted on his discharge from the Army in 1950. 
When he was radiographed as a contact in 1953, the chest 
radiograph showed increased hilar shadows, but these were 
passed as normal at the time. He first attended the chest clinic 
in March, 1954, when many enlarged lymph-glands were found 
on both sides of his neck and in both: inguinal regions, 
and radiography of his chest showed much enlarged hilar 
shadows. 

Investigations.—He was negative to 100 tuberculin units in 
a Mantoux test. A blood-count, £.s.R., plasma-protein levels, 
alkaline phosphatase, serum-calcium level, and radiographs 
of hands were all normal. In May, 1954, a biopsy specimen 
of submental lymph-gland showed that the fatty tissue 
contained the remains of small lymph-nodes, which had been 
almost completely superseded by fairly well-defined collections 
of epithelioid cells, some of which showed slight central 
caseation. No giant cells were seen. The pathological lesion 
was the same as that seen in the glands of case 1. Acid-fast 
bacilli were not found, 

Treatment and Progress.—The patient was treated with 
p-aminosalicylic acid in July—October, 1954. The enlarged 
glands gradually decreased, but he developed further palpable 
glands in his axille. 


Other Recorded Families 


Though there is a wealth of literature on the subject 
of sarcoidosis, there are but few references’ to it in 
siblings, and in most of the published cases of sarcoidosis 
in siblings the evidence is only clinical and not histological. 


The first published cases of sarcoidosis in siblings were 
those of Sellei and Berger (1926), who described a family of 
seven siblings, of whom five had histologically proved cutaneous 
sarcoidosis. 

Robinson and Hahn (1947) described two Negro families 
who had sarcoidosis. In one family two of three siblings 
had sarcoidosis involving lungs, skin, and uveoparotid region, 
and in one of them the sarcoidosis was histologically proved. 
In the other family three of five siblings had histologically 
proved sarcoid. One of these was found at necropsy to have 
lesions of sarcoid in lungs, kidneys, and other organs, and 
definite tuberculosis of axillary lymph-glands; but it is 
doubtful if this case could be accepted as a case of sarcoidosis 
under the present definition. Another member of this family 
later developed pulmonary tuberculosis with tubercle bacilli 
in the sputum. All these cases were tuberculin-negative to 
a dose of 10 T.v. 

Bickerstaff (1949).described two brothers who were under 
observation for years and whose condition followed the benign 
course with eventual resolution more often associated with 
sarcoidosis. Both these patients had a lymphadenopathy 
and lung lesions and were tuberculin-negative to a dose of 
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hes T.U., and both cases were histologically proved by gland 
iopsy. 

Dressler (1938, 1939) described two families in which two 
siblings were affected with clinical sarcoidosis, but there was 
no histological confirmation. 

MacCormac (1939) described two sisters with cutaneous 
sarcoidosis, one of the two cases being proved histologically. 

Boggild (1944) described two members of a family with 
osteitis tuberculosis cystica, and one of these also had 
lymphadenopathy, but no histological confirmation was 
given. 

Jacobsen (1936) described two sisters, aged 8 years and 
12 years, who had a generalised lymphadenopathy, including 
mediastinal glands. One of these girls had osteitis tubercu- 
losis eystica, and one of them was strongly positive to 10 T.v. 
tuberculin, whereas the other sister was negative even to as 
high a dose as 1000 T.u. Excised epitrochlear glands in each 
ease gave a histological picture which was neither that of 
sarcoidosis nor that of tuberculosis with caseation. Portions 
of these glands were injected into a guineapig and into a 
rabbit, with negative results. The later history of the two 
cases is interesting because one of the girls died of tuberculous 
peritonitis and the other of tuberculous meningitis. Their 
father died of pulmonary tuberculosis. Histological pictures 
in Jacobsen’s article are almost identical with those seen in 
the present cases 1, 3, and 4. 


Discussion 


Three of our cases do not come within the modern 
definition of sarcoidosis. We have called them atypical 
tuberculosis, following the precedent of Cameron (1950) 
and Jacobsen (1936), and implying that they resemble 
tuberculosis histologically without being absolutely 
typical, and that they do not fulfil the criteria of sar- 
coidosis. They might equally be called ‘“ atypical 
sarcoidosis,’’ but we feel that this would be wrong 
because it would tend to widen the definition of sar- 
coidosis, and would lead back to the chgos in terminology 
that Seadding (1950) has done so much to clear. 

Whatever may be the cause of the lesions in the 
brothers, it seems reasonable to assume that the sar- 
coidosis in their sister might have a similar cause. If a 
tuberculous setiology for the present cases of sarcoidosis 
is accepted, the lesions in the brothers may represent 
transitional types between one form of sarcoidosis and 
tuberculosis. However, the only evidence in these cases 
that there may be a tuberculous etiology lies in the 
facts that (1) histologically some of the lesions resemble 
tuberculosis, and (2) four cases in a family may indicate 
an infective cause. There is really no other evidence 
for a tuberculous wtiology. A positive tuberculin test 
in one brother does not necessarily indicate tuberculosis 
as the cause of his glandular lesions, nor do negative 
tests in the others exclude tuberculosis (Hoyle 1947). 

Response to anti-tuberculosis chemotherapy is also 
unreliable evidence in the present cases. The one that 
appeared to benefit most from the treatment was the 
case of sarcoidosis. One of the others showed no response 
at all. The other two showed some decrease in their 
original glandular swellings but developed new lesions 
while undergoing chemotherapy. All these changes 
might well have occurred without any therapeutic 
interference. 

Other known causes of sarcoidosis, such as beryllium 
and chronic brucellosis, do not appear to be relevant to 
this family. 

A further difficulty in such cases is that a histological 
diagnosis must rest on the amount of affected tissue 
examined microscopically. Perhaps, if the biopsy 
specimen of liver in the girl had been larger, or if an 
affected gland had been available for biopsy, they might 
have shown lesions like those seen in the brothers—i.e., 
with minimal central caseation. A similar argument 
might be applied to many cases of sarcoidosis. Such 


speculation is, of course, taking the matter beyond the 
available data, but it does make one realise that there 
are imperfections in a rigid histological definition. The 


whole matter of sarcoidosis is likely to remain imperfect 
until the conditions that at present are included under 
this heading can be classified according to cause and 
pathogenesis. 

So far as our present state of knowledge goes, it seems 
to us that the most plausible explanation of these cases 
is that tuberculosis under certain conditions is the cause 
of one type of sarcoidosis, and that the lesions in the 
brothers might be transitional between sarcoidosis and 
tuberculosis. 

Summary 


In seven siblings, of whom only four were examined, 
there were three cases resembling sarcoidosis and one 
case of histologically proved sarcoidosis. 

Three of the cases were negative to 100 tuberculin units 
in a Mantoux test, and in none of the four were either 
giant cells or tubercle bacilli found. 

The case that appeared to benefit most from anti- 
tuberculosis chemotherapy was that of sarcoidosis. 

It seems reasonable to suggest that the occurrence of 
four somewhat similar cases in siblings was due to 
infection by the same etiological agent. 

If tuberculosis was responsible, the lesions in the 
brothers might be transitional between sarcoidosis and 
tuberculosis. 

We wish to thank Dr. C. J. Stewart arid Dr. Ronald Jones 
for permission to publish these cases and for the help and 
advice that they have given; Dr. A. B. Lintott for the 
histological reports and advice; and Mr. 8. W. Patman, of 
the department of pathology of the University of Cambridge, 
for the photomicrograph. 
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AIR-EMBOLISM as a complication of obstetric practice 
was first mentioned by Ligallois (1828), and the three 
earliest published cases in this country were reported 
by May (1857). Since then isolated cases have been 
described, the most recent by Waldrop (1953), who 
collected 17 previously published cases and added 1 of 
his own of fatal air-embolism during labour or in the 
puerperium ; he did not include cases in early pregnancy 
and associated with tubal insufflation or with attempts 
to procure abortion. 

Gough (1924) emphasised the number of fatalities due 
to air-embolism accompanying the treatment of placenta 
previa by bipolar version, and in modern practice there 
appears to be a significant association with caesarean 
section, fatal cases having been recorded by Osborn and 
Dawson (1938), Marshall (1939), and Cody and Windrow 
(1951). A. H. C. Walker has personally communicated 
to us details of an unpublished case. 
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Although many of the early published cases were 
probably the result of infection with gas-forming 
anaerobes, fatal air-embolism in obstetrics is evidently 
not exceptionally rare. Figures supplied by the Registrar- 
General show that in the five-year period 1948-52 in 
England and Wales 7 deaths were notified as ‘“ air- 
embolism complicating labour.”’ 

We believe that the association of silent rupture of 
the uterus and air-embolism, which occurred in the two 
eases described here has not hitherto been recorded. 


Case-reports 


Case 1.—A married primigravida, aged 32, with no signifi- 
cant medical or surgical. history, had a normal antenatal 
period except for slight pre-eclamptic toxemia, which 
developed at thirty-eight weeks’ gestation. 


Labour began spontaneously a week before term. The 
presentation was cephalic, the vertex being. deeply engaged 
in the pelvis, and the outlet was not contracted. The first stage 
of labour was normal and lasted twenty-two hours. Fifty 
minutes after full dilatation the presenting part was visible 
and advancing steadily, but the maternal pulse-rate, which 
had been 80, suddenly increased to 140. No cause for this 
was then apparent, but in view of this evidence of maternal 
distress the labour-was terminated with the aid of forceps 
under general anesthesia. No difficulty was experienced in 
the extraction. The blades were correctly applied; no 
rotation was needed ; and traction was minimal. Intravenous 
ergometrine 0-5 mg. was-given after delivery of the anterior 
shoulder, and the separated placenta was immediately 
expressed. Another dose of ergometrine was given five 
minutes after delivery because the uterus was relaxing and 
there was slight hemorrhage from the vagina. 


Immediately after delivery the pulse-rate had increased to 
170 and the blood-pressure was 90/60 mm. Hg. Thirty 
minutes later the pulse-rate had increased to 176 and the 
systolic blood-pressure had fallen to 50 mm. Hg. The patient 

i slight air-hunger and pallor but no cyanosis. Her uterus 
still tended to relax, but hemorrhage was slight in proportion 
to the degree of collapse. An infusion of ‘ Dextraven’ was 
started, which was followed by transitory improvement. 


Two hours after delivery recovery from anesthesia was 
complete, but the patient was apprehensive and complained 
of severe backache. Her uterus was well contracted, and she 
had no abdominal tenderness. Her systolic blood-pressure 
had risen to 60 mm. Hg. At this stage her general condition 
again deteriorated, and whole blood was substituted for the 
dextraven. Despite this blood-transfusion, given rapidly 
‘but without positive pressure, the deterioration was pro- 
progressive, air-hunger became more severe, and death took 
place two and a half hours after delivery. The total amount 
of blood lost was estimated at less than 500 ml. 


At necropsy, six hours after death, the right auricle and 
ventricle were collapsed, and the pulmonary artery contained 
large bubbles of gas. The posterior wall of the lower segment 
of the uterus was excessively thin and hemorrhagic, with a 
complete transverse laceration 1 inch long at the level of the 
internal os. There was only scanty bloodstained fluid in the 
peritoneal cavity... Histological examination of the pulmonary 
vessels showed no evidence of amniotic fluid. Death was 
considered to be due to air-embolism following rupture of the 
uterus, the route of entry of the air being either the edge of the 
laceration or the normally situated placental site. 


Case 2.—-A married woman, aged 40, with no significant 
medical or surgical history, was in her seventh pregnancy. 
She gave a history of six normal full-time deliveries, of which 
the most recent had been followed by a postpartum hemor- 
rhage and subsequent curettage. Her largest baby was said 
to have weighed 12 lb, at. birth. . 


Labour came on prematurely, after a normal antenatal 
period, at thirty-four weeks’ gestation, when she was admitted 
to hospital.. The presentation was cephalic, with the vertex 
engaged in the pelvic brim. Labour progressed normally, 
and a live baby weighing 5 lb. 5 oz. was born after a first stage 
lasting five hours and a second stage lasting ten minutes. The 
placenta was expressed five minutes later, after normal 
separation. A brisk hemorrhage took place before, during, 
and after the delivery of the placenta, amounting to 500 ml. 
Intravenous ergometrine 0-54 mg. produced a satisfactory 


response. The patient’s general condition was good, with no 
apparent ill effects from the hemorrhage. 

Ten minutes later the patient suddenly had nausea and air- 
hunger and became restless, apprehensive, and much cyanosed. 
Her uterus was well contracted, and she had no external 
bleeding. Her pulse-rate was 110 and systolic blood-pressure 
60 mm. Hg. The degree of shock was considered to be out of 
all proportion to the amount of blood lost. A dextraven 
infusion was started pending the cross-matching of whole 
blood. Twenty minutes later the patient was worse, com- 
plaining of thirst, lower abdominal pain, and intense back- 
ache. She was deeply cyanosed, and her air-hunger had 
increased ; but her consciousness was not impaired at any 
time. Shortly afterwards she vomited, had a convulsion, 
and died. 

At necropsy, fourteen hours after death, when the right 
ventricle was opened gas escaped and the right side of the 
heart contained a little frothy blood. The superior and 
inferior venz cave were distended by air, as was the right 
ovarian vein. Compression of the lungs expressed air from the 
pulmonary vessels. A vertical laceration on the left side of 
the uterus, extending into the broad ligament, was 1'/, inches 
long and situated about 1 inch above the internal os. The 
placenta was normally situated. The pelvic tissues on both 
sides were emphysematous, and an area of hemorrhage and 
emphysema extended upwards on the left side behind the 
colon as far as the diaphragm. There was no blood in the 
peritoneal cavity. Histological examination of the lungs 
showed no evidence of amniotic fluid. Death was considered 
to be due to air-embolism following incomplete rupture of the 
uterus, the route of entry of the air being uncertain. 


Discussion 


In cases 1 and 2 the true cause of death was not 
suspected before necropsy, although the silent rupture 
of the uterus was considered in each case. In case 2, 
in which there was no interference during labour, the 
rupture could offly be spontaneous. In case 1 the 
possibility that the injury was caused through trauma 
by the obstetric forceps cannot be excluded, although 
this is thought to be unlikely because of both the sequence 
of events and the situation of the tear. It is assumed 
that the sudden rise in the maternal pulse-rate directly 
followed spontaneous rupture, which was otherwise 
silent. 

Fatal air-embolism in labour or in the puerperium is 
generally assumed to follow entry of air into the venous 
circulation through the placental site. Possibly the 
route of entry in cases 1 and 2, as in cases associated with 
cesarean section, was through the venous sinuses in 
the region of the damaged uterine wall. Whether the 
manipulation of the uterus during expression of the 
placenta could be a factor or not is uncertain. 

Although both cases 1 and 2 received intravenous 
fluid in their terminal stages, we consider that this route 
of entry of air can be acquitted because the symptoms 
and signs of air-embolism had made their appearance 
before the intravenous infusions were set up. 

Probably the fatal outcome may be explained by the 
fact that under certain conditions the pregnant uterus 
is peculiarly adapted to becoming the site of air entry 
into the circulatory system. Entrance is usually through 
one or more open vessels subjacent to the separated 
or partly separated placenta. Alternatively a portal 
of entry may be created either by surgical division of 
vessels, as in cesarean section, or by the opening up of 
vessels produced by the laceration of the uterine wall 
concomitant with various degrees of uterine and cervical 
rupture. 

Air-embolism is a not uncommon complication of many 
diagnostic and therapeutic procedures using air under 
pressure, and can also occur.when the air is not under 
pressure. For this to happen there must be a break in 
the continuity of a blood-vessel, and the open vessel must 
contain blood at a lower pressure than the surrounding 
atmosphere.” 
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Cody and Windrow (1951) believe that the symptoms 
of air-embolism are produced in two ways : 


(1) The heart fills with compressible air, with the result 
that, with each beat, much force is expended in compressing 
the air rather than in driving the blood onwards into the 
vessels, 

(2) The blood is whipped up into a froth and reaches the 
lungs in such a state that it interferes with the normal gaseous 
exchange—that accounts for the air-hunger and anoxia. 


The usual conception of air-embolism is a sudden 
severe chest pain followed almost instantaneously by 
death. That the terminal process may be much more 
gradual is illustrated by the present cases and many 
other published ones. Osborn and Dawson (1938) 
emphasise that, in air-embolism followed by death after 
a short interval, the cardinal sign is pallor ; whereas, if 
death is delayed, this is followed by cyanosis. The other 
salient features they mention are sudden onset, shock, 
air-hunger, and restlessness. To these we should add 
severe and intense backache, which was noted in both of 
the present cases and in a further fatal case, not associated 
with uterine injury, described to us personally by 
G. S. Leverton. 

In retrospect, the most striking impression gained 
from the present cases was their ‘close similarity to the 
so-called obstetric shock occurring after labour and not 
associated with severe hemorrhage. Although many 
such cases are said to be due to prolonged labour, pre- 
existing anemia, &c., such explanations are often 
unsatisfactory, especially where the patients recover 
without any, or with only minimal, treatment and sub- 
sequently show no evidence of anemia or other abnor- 
mality. We suggest that some such cases may be 
explained by minor degrees of air-embolism insufficient 
to produce rapid death, the air in the cardiovascular 
system being finally absorbed. Proof, however, of this 
supposition would be almost impossible. 

No successful attempt has yet been made to treat 
established air-embolism by cardiac aspiration. but 
Delore and Duteil (1905) describe an unsuccessful effort 
in a male patient. -We feel that, in theory, the condition 
is eminently treatable; and, if a patient develops the 
classical signs and symptoms and appears to be at the 
point of death, the somewhat heroic step of cardiac 
aspiration may be justifiable. 

We suggest that, as a prophylactic measure, during 
expression of the separated placenta the patient’s legs 
should be maintained in abduction to secure patency of 
the introitus and so to prevent positive pressure of air 
in the vagina if a second attempt at expression is neces- 
sary. Marshall (1939) appears to imply similar principles 
of prophylaxis in cxesarean section. 

At necropsy it is important to bear in mind the 
possibility of air-embolism in all fatal cases of so-called 
obstetric shock. 

Summary 

2 fatal cases of air-embolism associated with ruptured 
uterus are described. 

The probable mechanism and possible association with 
so-called obstetric shock are discussed, and prophylactic 
steps are suggested. 

We are indebted to Prof. W. I. C. Morris, Dr. J. W. A. 
Hunter, and Miss Eleanor Mills for permission to publish, 
and to Dr. F. A. Langley and Dr. J. Davson for the necropsies. 
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HYDROTHORAX COMPLICATING ASCITES 
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A SMALL collection of fluid in the pleural space is a 
common complication of ascites due to cirrhosis of the 
liver. A large hydrothorax does not occur in more than 
1% of cases (McKay et al. 1947). A rare type of massive 
hydrothorax complicating ascites due to cirrhosis of the 
liver is characterised by a sudden onset, and the fluid 
reaccumulates rapidly after repeated aspirations of very 
large volumes. The appearance of the hydrothorax often 
coincides with a considerable diminution in the amount 
of ascites. Single cases have been described by Martini 
(1892), James (1899), Preti (1920), Cassarini (1926), 
Maugeri (1929), Puech and Ratié (1933), Mauriac et al. 
(1936), Goodman (1937), Christian (1937), Goffart (1938), 
Benedetti (1939), and Frothingham (1942). As in 
Meigs’s syndrome, the hydrothorax is usually on the 
right. The following case is of interest because it was 
possible to show that the ascitic fluid had passed into 
the right pleural space through a small hole in the right 
hemidiaphragm. 

Case-report 

A barmaid, aged 54, was admitted to hospital on Feb. 8, 
1953, with gross ascites due to alcoholic cirrhosis of the liver, 
Paracentesis abdominis was necessary on four occasions, and 
34 pints of clear straw-coloured ascitic fluid was removed ; 
it contained red cells 1200 per c.mm., leucocytes 2800 per 
¢c.mm, (mainly lymphocytes), and protein 1-35 g. per 100 ml. 
The, patient was discharged on April 1, when her chest was 
clear. Next day she suddenly became very breathless and was 
readmitted. She now had a massive right hydrothorax, and 
her abdomen was less distended. 4 pints of clear straw- 
coloured fluid was aspirated from the chest to relieve the 
dyspnoea ; it contained red cells 136 per c.mm., leucocytes 
60 per c.mm. (mainly lymphocytes), and protein 1 g. per 100 
mJ. The fluid rapidly re-formed, and in the next twenty days 
a further 12'/, pints was aspiraved from the chest. After each 
aspiration the fluid rapidly reaccumulated. After the onset of 
the hydrothorax the abdomen remained less distended, and 
no further aspirations of ascitic fluid were required. This 
sequence of events suggested that a communication had 
developed between the peritoneal space and the right pleural 
space. The following experiment was done to demonstrate 
such a communication. 

Evans-blue Experisnent.—100 mg. of Evans-blue dissolved in 
10 ml. of physiological saline solution was injected into the 
ascitic fluid. Samples of pleural fluid, ascitic fluid, and plasma 
were taken subsequently at mtervals. The concentration of 
Evans-blue rose more rapidly in the pleural fluid than in the 
plasma, As a control, a similar experiment was made on a 
patient with ascites and bilateral pleural effusions due to 
diffuse carcinomatosis, in whom there was no pleuroperitoneal 
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communication. Almost the same concentrations of Evans- 
blue appeared in the plasma and pleural fluid at the various 
times after the introduction of the dye into the ascitic fluid. 
These results have been recorded graphically (see figure). It 
appeared certain that there was a direct communication 
between the peritoneal cavity and the right pleural space. 

Subsequent Deterioration.—The patient’s general condition 
steadily deteriorated in the next eight weeks. Her chest was 
aspirated on several occasions, but the massive hydrothorax 
was still present when she died on July 24, 1953. 

Necropsy Findings.—Before the body was opened, 100 mg. 
of Evans-blue in 10 ml. of physiological saline solution was 
injected into the ascitic fluid. The upper four ribs and part of 
the sternum were next removed. In this way it was possible 
to inspect the upper surface of the undamaged diaphragm. 
The right chest contained 3 litres of clear yellowish-green 
fluid completely collapsing the right lung. Heavily blue- 
stained ascitic fluid was seen seeping through a very small 
hole (less than 1_mm. in diameter) in the tendinous part of 
the right hemidiaphragm. The hole was due to a localised 
separation of the tendinous fibres. The edge of the hole was 
stained by the Evans-blué, Without this staining it would not 
have been seen. There was another area of blue staining 5 em. 
anterior and medial to the first hole. The stain had penetrated 
the diaphragm through another local separation of the tendin- 
ous fibres, but the overlying pleura was intact and there was 
no through-and-through communication. No such lesions 
were found in the left hemidiaphragm. The peritoneal cavity 
contained | litre of heavily blue-stained fluid. The liver showed 
severe cirrhosis. There was no other significant abnormality. 

Histology.—Serial sections of the diaphragm showed a small 
hole passing obliquely through the tendinous part. There was 
no sign of inflammation. 


Discussion 

The occasional association of hydrothorax with ascites 
is well recognised. Best known are those cases in which 
the ascites is due to an ovarian fibroma (Meigs 1954). 
Even when there are no pleural metastases, a malignant 
abdominal tumour can cause both ascites and hydro- 
thorax (Gardiner and Lloyd-Hart 1944, Deacon 1954). 
The point of great interest in these cases and in those 
of massive hydrothorax complicating ascites due to 
cirrhosis of the liver is the mechanism by which the 
hydrothorax develops. Although other hypotheses have 
been advanced, it is now certain that in Meigs’s syndrome 
the ascitic fluid somehow passes through the diaphragm 
and into the pleural space (Meigs 1954, Cowan et al. 1954). 

It has been suggested that the fluid crosses the dia- 
phragm either through normal lymphatic channels 
(Rubin et al, 1944, Lawson 1950) or through some 
abnormal defect in the diaphragm and its pleural and 
peritoneal coverings. There are certain objections to the 
lymphatic route : 

(1) Although experimental studies have shown that the 
ascitic fluid can reach the subpleural lymphatics, they have 
not demonstrated how it can reach the pleural space (Higgins 


and Graham 1929). 
(2) It does not explain why the hydrothorax is usually on 


the right side. 

(3) Lf ascitic fluid can pass so easily into the pleural space 
through normal lymphatic channels, a hydrothorax should 
invariably accompany ascites ; but Meigs’s syndrome is rare 
compared with ovarian tumours causing ascites alone, and 
hydrothorax with ascites due to cirrhosis of the liver is rare 
compared with cirrhosis causing ascites alone. 


It seems more likely that the ascitic fluid passes into the 
pleural space through some abnormal defect in the 
diaphragm and its serous coverings. In the published 
cases of cirrhosis of the liver with ascites and recurrent 
massive hydrothorax the sequence of clinical events 
strongly suggests the presence of such a communication ; 
Frethingham’s (1942) case can hardly be explained in 
any other way. In two other cases the syndrome has been 
proved to be due to a diaphragmatic defect : in one the 
diaphragm had been ruptured by a recent motor-car 
accident (Goodman 1937); in the other, three holes 
were found in the right hemidiaphragm at necropsy, 
each being about 5 mm: in diameter and thought to be 


congenital (Puech and Ratié 1933). In all the other 
published cases examined at necropsy the diapbragm 
was macroscopically intact. These diaphragmatic 
defects were relatively large and visible on macrgscopic 
examination of the diaphragm. The communication in 
the present patient was very small and would not have 
been seen by ordinary macroscopic examination. This 
may be why such defects have not been reported before 
in connection with hydrothorax and ascites. They have, 
however, been deseribed in those cases in which air 
from a pneumoperitoneum had passed through a defect 
in the diaphragm to produce a spontaneous pneumo- 
thorax. Only two of the published cases have been fatal 
and come to necropsy ; in one of these there was a bleb- 
like projection on the pleural surface of the diaphragm 
communicating with a hole 2 mm. in diameter on the 
peritoneal surface (Yannitelli et al. 1949). Similar blebs 
have been seen at thoracoscopy (Laird 1945, Ross and 
Farber 1951, Repa and Jacobson 1951). 

Crofts (1954) expressed the opinion that most of these 
cases are due to a congenital diaphragmatic defect caused 
by the failure of deposition of single or multiple muscle 
bundles. The peritoneum lying under the defect is forced 
through the gap by the raised intra-abdominal pressure, 
and the pleura lying over the gap is raised to form a bleb. 
After it has ruptured, a bleb is no longer visible on 
macroscopic examination (Macklin 1937). 

It is likely that a similar mechanism operated in the 
present case of hydrothorax complicating ascites. There 
was no initially patent congenital communication, 
because there was at first ascites without a hydrothorax. 
The intra-abdominal pressure was sufficiently raised to 
require repeated aspirations of ascitic fluid. The hydro- 
thorax developed suddenly. Presumably the diaphragm 
and its coverings were ruptured by a further increase in 
intra-abdominal pressure due to coughing or straining. 
We suggest that other cases of massive hydrothorax 
complicating ascites due to cirrhosis of the liver and at 
least some cases of Meigs’s syndrome develop in this 
way. The present case makes it clear that the defect in 
the diaphragm can be invisible to careful macroscopic 
examination and yet allow a massive hydrothorax to 
accumulate. 

Summary 

A case of recurrent massive hydrothorax complicating 
ascites due to cirrhosis of the liver was shown to be due 
to a minute acquired defect of the right hemidiaphragm. 

It is suggested that at least some cases of massive hydro- 
thorax complicating ascites, including Meigs’s syndrome, 
may have a similar mechanism. 


We wish to thank Dr. James Dow for permission to publish. 


REFERENCES 


Benedetti, P. (1939) Arch. Path. Clin. med. 20, 119. 
Cassarini, D. (1926) Osped. maggiore, 14, 317. 
Christian, H. A. (1937) Ann. intern: Med. 10, 1621. 
I., Cron, R. 8., > are G. F., Karioris, F. G. (1954) 


Surg. Gynec. . 98, 

Crofts, N. F. (1954) Thorax, 9, 226. 

Deacon, A. L. (1954) Brit. med. J. i, 317. 

Frothingham, J. R. (1942) New Engl. J. Med. 226, 679. 

Gardiner, R. H., Lioyd-Hart, V. (1944) Lancet, ii, 500. 

Goffart, M. (1938) Rev. belge Sci. méd. 10, 341. 

Goodman, 8. (1937) J. Amer. med. Ass. 109, 1980. 

Higgins, G. M., Graham, A. 8. (1929) drch. Surg., Chicago, 19, 453. 

James, A. (1899) T'rans. med.-chir. Soc. Edinb. 18, 191. 

Laird, R. (1945) Tubercle, Lond. 26, 149. 

Lawson, J. G. (1950) J. Obstet. Gynec., Brit. Emp. 57, 595. 

McKay, D. G., Sparling, H. J. jun., Robbins, 8. L. (1947) Arch. 
intern. Med. 79, 501. 

Macklin, C. C. (1937) Canad. med. Ass. J. 36, 414. 

Martini, P. (1892) Clin. med. ital. 31, 224. 

Maugeri, 8. (1929) G. Clin. med. p. 1236. 

Mauriac, P., Levy, J., Dutrénit (1936) Gaz. hebd. Sci. méd. 57, 282. 

Meigs, J. V. (1954) Amer. J. Obstet. Gynec. 67, 962. 

Preti, L. (1920) Atti Soc lombarda Sci. med. biol. 9, 286. 

Puech, A.. Ratié, A. (1933) Arch. Soc. Sei. méd. biol. ‘Montpellier, 

4 


Repa, J. J., Jacobson, H. R. (1951) Amer. Rev. Tuberc. 63, 587.- 
Ross, J., Farber, J. E. (1951) Ibid, p. 67. 
Rubin, I. C., Novak, J., Squire, J. J. (1944) Amer. J. Obstet. Gynec. 


601. 
Yannitelli, 5S. A., Woodruff, ©. E., Mueller, E. E., Howard, W. L. 
(1949) Amer. Rev. Tuberc. 60, 794. - 


3 


r 
iu 
it 
G 
iz 
: tl 
k 
db! 
(t 
di 
w 
th 
in 
: la 
th 
pr 
tr 
TI 
of 
far 
ini 
ad 
For 
For 
g! 
Bur 
3- 
M 


PRELIMINARY COMMUNICATION 


THE LANCET] 


{marca 5, 1955 489 


Preliminary Communication 


HYPOGLYCZMIC EFFECT OF 


* DIMERCAPROL (BAL) IN BURNED PATIENTS 


AND IN DIABETICS WITH 
INSULIN-RESISTANT HYPERGLYCAZMIA 


Burned Patients 


THESE investigations began in 1950 after the chance 
finding of glycosuria in a patient recovering from burns. 
Since then 15 severely burned patients have been 
observed to develop hyperglycemia and glycosuria, but 
not acetonuria, about five days after their injury when 
force-fed to offset the expected loss of weight. Abnormal 
carbohydrate metabolism lasted days, weeks, or months, 
the duration being shorter in children than adults. The 
abnormality seems to be related at first to increased 
adrenocortical activity... 9 patients with it showed 
increased excretion of urinary corticoids and depressed 
eosinophil-counts over the first five days in hospital, 
compared with other force-fed burned patients, who did 
not develop hyperglycemia, and with force-fed controls 
in bed. 

Of the 15 burned patients with hyperglycemia 7 
recovered from their diabetes or died before further 
investigations could be made. Various tests were made 
in the remainder for comparison with other subjects. 
Glucose-tolerance tests with glucose 50 g. by mouth were 
made. Glucose-insulin (glucose 50 g. by mouth and 
intravenous insulin 5 units) tests were undertaken on 
the succeeding day, to investigate insulin resistance, 
known to be related to increased adrenocortical activity.* 
Since the breakdown of glucose produces keto-acids, 
blood-keto-acid levels * were also estimated in these tests 
(table 1). It seems that the insulin resistance of the 
diabetic state in burned patients was most pronounced 
within three weeks of injury and less from three to 
thirteen weeks after injury, and that the diabetes was 
insulin-sensitive if it lasted over thirteen weeks. This 
last finding may be related to the damage observed in 
the 8-cells of the pancreas of animals made diabetic by 
prolonged sustained hyperglycemia.‘ 

The blood-keto-acid levels in burned patients with 
hyperglycemia were raised, and altered after the adminis- 
tration of glucose, either alone or with insulin (table 1). 
These findings raised the possibility that the derangement 
of their carbohydrate metabolism is associated with a 
fault at some point other than, or in addition to, the 
initial reactions whereby glucose enters cell metabolism. 

It has been suggested that the effects of increased 
adrenocortical activity in animals may be related to 


1. Evans, E. I., Butterfield, W. J. H. Ann. Surg. 1951, 134, 588. 
2. Himsworth, H. P., Kerr, R. B. Clin. Sci. 1939, 4 119. 

3. Friedemann, T. E., Haugen,G. E. JJ. biol. Chem. 1943, 147, 415. 
4. Dohan, F. C., Lukens, F. D. W. Endocrinology, 1948, 42, 244. 


altered thiol (sH) metabolism.5-? Since several su 
enzyme systems take part in glycolysis and the Krebs 
cycle, and because it had been reported that intravenous 
glutathione reduced hyperglycemia caused by cortico- 
trophin,* it was decided to study the effect of dimercaprol 
(BaL), another sH compound, on the glucose tolerance 
of burned patients and of burned patients under treatment 
with corticotrophin. Dimercaprol 250 mg. in oil was given 
intramuscularly at the start of a glucose-tolerance or a 
glucose-insulin-tolerance test. The results are shown in 
table 1. 

It seems that the single injection of dimercaprol 
slightly improved glucose tolerance in the hyperglycemic 
burned patients when given alone in the early phase of 
greatest insulin resistance and when given with insulin 
from three to thirteen weeks after injury. In these 
patients the blood-keto-acid levels showed a smaller 
rise an hour after the start of tests involving dimer- 
caprol than in corresponding tests without dimercaprol. 


TABLE Il—EFFECTS OF DIMERCAPROL IN DIABETICS 


Insulin Glycosuria ve 
blood-sugar 
(units) (ge. per day) (mg. per 100 mil.) 
o£ | 22, .£ | 
& a a 
ef | 28 | | | 
1 |36| F | 320+/320 2%) (Trace))(> 2%)| 450 | 140 | 400 
2 F | 280 +1280 53 1°5 76 284 80 | 285 
5 |18'M| 120 {100 38 10 49 202 | 182) .. 
6 |27,M/ 100 78 $2 82 306 | 279 
7 |26)F {| 10 70 100 27 108 94 | 205 | 180 
3 |66\F 32 26 24 26 16 27 41 
4 |35/\F 24 24 43 61 37 314 | 271 | 355 


Subsequent experiments on hydrocortisone-treated rats 
confirmed the rise in blood-keto-acid levels *-" and 
chromatographic techniques indicated that pyruvate was 
the keto-acid involved. 


Diabetics 


In view of the apparent action of a single dose of 
dimercaprol in the hyperglycemic burned patients 7 
diabetics were investigated in longer trials. Their day- 
to-day insulin requirements ranged from 24 to more than 
320 units. In 2 cases the insulin requirements were 
sufficiently high to indicate insulin resistance. All the 


. Anderson, G. E., Wiesel, L. L., Hillman, R. W., Stumpe, W. M. 
Proe. Soc. exp. Biol., N- Y. 1951, 76, 825. 

Long, D. A., Miles, A. A., Perry, W. L.M. Lancet, 1951, ii, 902. 
Cornforth, J. W., Long, D. A. Ibid, 1952, i, 950. 

Cm, w., Louis, L. H., Johnston, M. W. Science, 1949, 
. Kerppola, W. Acta med. scand, 1953, 145, 357. 
10. L., Schréter, A. Acta endocr., Cophenagen, 1954, 


11. Gitelson, S. Ibid, p. 225. . 
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TABLE I—MEAN BLOOD-SUGAR AND BLOOD-KETO-ACID LEVELS (MG. PER 100 ML.) FASTING AND ONE HOUR AFTER 
STARTING THE VARIOUS TESTS 


Glucose 
Glucose- Glucose- Repeat 
insulin dimercaprol glucose 
tolerance tolerance tolerance 
Type of subject | No. _ tolerance 
{ 
Fasting} 1 hr. | Fasting) 1 hr. | Fasting) 1 hr. | Fasting) 1 hr. | Fasting) 1 hr. 
Force-fed trols bee 4 | Sugar 81 129 86 94 81 133 
| Retorsclds | | ‘oa | | 
Force-fed burned patients without hyper- 4 | Sugar 
glycemia Keto-acids 11 1:3 1-2 15 1-2 1-4 
Burned patients — h lycremia : 
Within 3 weeks of Injury (2) or on| 4| Sugar 135 | 289 | 136 | 275 | 145 | 216 133 | 267 
corticotrophin (2) Keto-acids 1-7 2-8 1:8 2-4 2-1 2:3 17 29 
3-13 weeks after injury 2 - 3 | Sugar 175 326 150 246 149 280 169 231 174 
More than 13 weeks after Pv 2) Sugar > 
Keto-acids 2-2 2-7 18 3-1 
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patients were admitted to hospital and given a regulated 
diet and insulin. The diet included 25 g. of glucose 
with each of the four daily meals. Glucose tolerance 
and glucose-insulin tolerance, blood-sugar and_ blood- 
pyruvate levels, and the twenty-four-hour urinary output 
of sugar were estimated in 6 patients. After control 
periods lasting from two to five days the patients were 
given intramuscular dimercaprol 5% in oil 4 ml. four 
times daily for three days and insulin. Glycosuria and 
blood-sugar levels were estimated. Glucose-insulin 
tolerance and blood-pyruvate levels were estimated again 
within a few hours of the last injection of dimereaprol 
in 5 patients. The effects of dimercaprol were greatest 
on the third day. The results are shown in table 1. 

In all but 2 cases the glycosuria diminished on the 
third day of treatment with dimereaprol and insulin. 
The same trends were observed in the blood-sugar levels. 
Preliminary studies of blood-pyruvate levels showed 
high values an hour after insulin was given in the glucose- 
insulin-tolerance tests; these values were lower after 
dimercaprol treatment. 

These studies were pursued further in case 2. On a 
diet excluding the supplementary glucose this patient 
excreted daily in her urine 11 g. of glucose (average of 
thirty-seven days) on insulin 280 units a day; 8 g. of 
glucose (average of twelve days) on the same amount of 
insulin with 4 ml. of dimercaprol 5% in oil daily ; and 
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2 g. (average of eight days) when the insulin was given 
with 8 ml. of dimereaprol daily. 

It therefore seems that dimercaprol given in conjunc- 
tion with insulin may improve glucose tolerance in the 
circumstances of these investigations, especially in 
patients whose high insulin requirements suggest insulin 
resistance. In the two studies made so far there has 
been no laboratory evidence of concomitant depression 
of adrenocortical activity. It is recognised that the 
glycosuria of these patients may nevertheless have 
induced adrenocortical overactivity. The intensity of 
glycosuria during the control period was, however, not 
so closely related to the effect of dimercaprol as was the 
patient’s insulin requirement. Attempts are now being 
made to analyse the disturbance in glucose metabolism 
which appears to be corrected by dimercaprol. 

The burned patients were studied at the Medical College 
of Virginia, Richmond, Va. The diabetics were studied at 
Guy’s Hospital through the kind coéperation of Dr. C. Hard- 
wick, with Prof. R. H. 8. Thompson, Dr. B. McArdle, Dr. 
W. H. H. Merivale, and Dr. C. L. Joiner ; and the laboratory 
animals were studied in conjunction with Professor Thompson 
and Dr. M. F. 8. El Hawary. 
W. J. H. BurrerRFIeLp 

O.B.E., M.A. Oxfd, 

M.D. Johns Hopkins, M.R.C.P. 


Member, Medical Research Council 


Guy’s Hospital, London Clinical Research Unit 
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ROYAL SOCIETY OF MEDICINE 
Hormones and Cancer 


A MEETING of the section of endocrinology was held 
on Feb. 23, with Dr. P. M. F. Bisnop, the president, in 
the chair. 


Sir CuarLes Dopps, F.R.S., distinguished two periods 
of development leading to the present position. The 
empirical period saw the establishment of gonadectomy 
as a palliative treatment in carcinoma of the prostate 
and breast. Dating from 1930, the scientific period 
began with the isolation and characterisation of the 
steroid hormones and saw the establishment of their 
relationship with the gonads and adrenal cortex. No 
single factor did more to advance our knowledge of 
the interrelationships of the endocrine glands, and the 
importance of pituitary trophic hormones, than the 
establishment by Selye of a reliable procedure for 
hypophysectomy of the rat. Effective castration 
may be established directly by. hypophysectomy or 
indirectly by the suppression of anterior-pituitary 
secretion. 

Huggins, using serum acid-phosphatase levels, ‘cor- 
related prostatic growth with androgen production and 
used stilba@strol to obtain clinical remission in carcinoma 
of the prostate by suppressing pituitary secretion. 
Probably stilbestrol treatment is also advantageous 
in 5-20% of cases of carcinoma of the breast, though 
here the rationale is hard to follow. The improvements 
obtained are not permanent, and when neoplastic growth is 
renewed it no longer responds to administered hormones. 
Huggins claims that this escape from control following 
gonadectomy is the result of hyperactivity of the adrenal 
cortex which can synthesise both w@strogens and andro- 
gens, and he maintains that in such cases bilateral 
adrenalectomy gives a further period of control and some 
prolongation of life. When, in turn, the clinical remissions 
obtained by these diverse methods disappear, the last 
ditch has been reached. Presumably, in the absence of 
target organs, the secretion of pituitary trophic hormones 
is unopposed and these may exert some influence on 
somatic cells. Data are insufficient to indicate whether 
hypophysectomy is justified. Pearson has reported some 


improvement following hypophysectomy in a case of 
carcinoma of the breast which no longer responded to 
hormonal treatment ; in this case the administration of 
growth hormone stimulated the growth of both primary 
and secondary tumours. A review of 37 cases of hypo- 
physectomy suggests that results are best at the meno- 
pause and less satisfactory with advancing years. With 
undifferentiated growths the response is better than 
with adenocarcinomas. 


It has proved impossible, throughout this work, to 
forecast whether a given patient is likely to benefit 
by any course of treatment. Quantitative methods for the 
determination of steroids are notoriously difficult ; 
yet this is the most urgent need if reliable guides to 
treatment are to be established. 


Sir Sranrorp Cape described the hormonal treatment 
of cancer as a placebo or a palliative at its best. Though 
no cure was achieved, some temporary alleviation was 
secured, and as a last resort any relief was good for the 
patient. One important result of the new approach was 
the altered conception of cancer, whatever its origin, 
as something dependent on and sustained by normal 
physiological processes. It is established that tumours 
can be induced by estrogens; but, to be effective, 
the application must be long-continued. Probably the 
endogenous stimulation of neoplastic tissue must like- 
wise be continuous in application. As the epithelial 
tissues of the genitalia normally depend for their develop- 
ment on estrogens, it is not remarkable that malignant 
forms of this tissue should respond to an cstrogenic 
background. Ovariectomy by itself has a significant 
effect on disseminated carcinoma of the breast ; 10-30% 
of patients survive from six to eighteen months, and a 
few from three to five years. The clinical use of androgens 
also has a palliative effect in such cases—especially 
on bony metastases—though the duration of this effect 
varies and there are undesirable side-effects. 


The reason for bilateral adrenalectomy is that pro- 
duction of steroid hormones continues after gonadectomy. 
It is accepted that after the menopause the excretion of 
ovarian hormone may remain active for many years and 
it is undoubtedly true that 17-ketosteroid production is 
not zero in the castrate male. Sir Stanford felt that 
bilateral orchidectomy and adrenalectomy gives effective 
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control of carcinoma of the breast and prostate only for a 
time—perhaps for two or three years—and he has no faith 
in a lasting cure. Furthermore, the procedure has to be 
carried out blindly, without any indication whether or 
not the tumours are likely to be responsive. He has 
not found the histological differentiation suggested by 
Huggins useful for this purpose and he strongly endorsed 
Sir Charles Dodds’s plea for laboratory methods of 
control. A remarkable feature of bilateral adrenalectomy 
is the rate of improvement, objective signs such as 
relief of pain occurring within twenty-four hours. Post- 
operative control has been achieved with cortisone alone, 
though the amounts required vary considerably and some 
patients need careful supervision. In cases which have 
come to necropsy no accessory adrenal tissue has been 
found. 

After bilateral adrenalectomy and gonadectomy the 
secretion of pituitary trophic hormones is unopposed, 
and it is conceivable that these may have a direct influence 
on the behaviour of somatic cells. Though the mechanism 
may be different, the clinical effects of hypophysectomy 
are very similar to those following bilateral adrenalec- 
tomy; and this treatment may be more effective in 
carcinoma of the prostate, It is possible that hypophysec- 
tomy may be also useful in other neoplasms such as 
melanoma and seminoma of the testes. Radical surgery 
can be justified only when ‘secondaries are widely dis- 
seminated and milder forms of treatment are no longer 
effective. 


Dr. G. L. Foss. described the results of hormone 
therapy in different age-groups of patients with carcinoma 
of the breast. Large doses of androgens (testosterone 


propionate, testosterone phenyl propionate, and methyl 
androstendiol) and of «strogens (stilbastrol) were 
administered, and the results were analysed statistically. 
(Estrogens were more effective in elderly patients and in 
general controlled growths in soft tissues. Androgens 
were most useful in younger patients and more effective 
against osseous metastases. The prognosis was more 
favourable in patients over 60 years. 


Dr. Ian F. SOMMERVILLE reported results following 
the intravenous administration of progesterone to cancer 
patients before and after bilateral adrenalectomy. The 
excretion of pregnanediol under these conditions showed 
that the adrenal gland is not essential for this phase of 
progesterone metabolism. 


Dr. A. LOESER said that ovariectomy or adrenalectomy 
affected the growth of cancer cells merely by provoking 
the anterior pituitary to elaborate more thyrotrophic 
hormone. If, in advanced cancer, estrogens or androgens 
were given, thyroid hormone should also be given ; and 
thyroid hormone alone might be given after removal of 
the neoplasm, the maintenance dose being determined 
by the blood-cholesterol level. 


Mr. A. G. ELLERKER also reported finding some 
correlation between non-toxic goitre and carcinoma 
of the breast and suggested that the ‘thyroid hormone 
may act as an anticarcinogenic agent. 


Dr. J. G. C. SPENCER had studied W.H.O. records and 
had found clear correlation between the incidence of. 
goitre and cancer in the statistics of several countries. 
He felt that thyroid activity was a factor of significance 
in cancer. 


New Inventions 


VAGINAL PLUG FOR PROCIDENTIA IN ELDERLY 
WOMEN 


. For some years I -have been attempting to devise a 
comfortable vaginal plug to act as a support to the 
womb in elderly women with procidentia who cannot 
retain a pessary and are too old or ill for operation. I 
have now succeeded, and have already seven very 
grateful patients who say they can walk long distances 
and are free from dragging pains and frequency of 
micturition 
when using 
this vaginal 
plug. 

The plug is 
like a test-tube 
and is inserted 
on rising and 
removed on 
going to bed. 
It is made of 
clear ‘ Perspex,’ 
is unbreakable 
and easy to 
clean, and does 
not perish. The 
belt and tapes 
are similar to 
those of the 
Napier cup-and- 
stem pessary ; 
they are worn 
outside the 
undervest for 
comfort. When 
an old lady 
has a sensible 
daughter who 
can use a needle 
and thread, I 
advise trans- 
ferring the tape 
attachments to 


a boy’s serpent buckle-belt because this makes its fitting 
on and taking off a matter of seconds only... It takes some 
time for the patient to get used to the appliance, which should 
at first be used for only a few hours daily. ‘ 

I find it is a great help in all cases to prescribe 1 mixed- 
gland tablet daily from Mondays to Fridays—e.g., ‘ Mepi- 
lin’ (B.D.H.), ‘ Hormostergon* (Polypharma), ‘ Myxogen’ 
(Organon), ‘ Menopax forte’ (Clinical Products), or ‘ Fer- 
mandren ’ (Ciba). A course of one of these tablets daily will 
cause the vaginal walls to become less degenerate, tender, and 
thin, and emotionally the patient feels happier. 

The ages of these seven patients are 89, 81, 80, 73, 72, 55, 
and 40. The patient aged 40 is wearing a plug as a temporary 
measure while awaiting operation. The patient aged 55 has 
been under treatment for cancer of the breast for some months 
and will be operated on later, if all goes well. The patient 
aged 72 first reported to me with an impacted Napier cup- 
and-stem pessary, causing a vesicovaginal fistula. I removed 
the stem from the injured bladder wall, and six weeks later 
repaired the fistula. She is now very happy with a vaginal 
plug. In the patient aged 73 the procidentia was so wide and 
large that the plug kept turning right round and coming out. 
An especially large plug was made—almost jam-pot size— 
and is a complete success. 

The older the patient with procidentia, the greater seems 
the success. All those aged 89, 81,80, 73, and 72 are especially 
grateful for the benefits derived from its use. 

The plug can be cleaned by dipping it in boiling water ; 
glycerin can be used as a lubricant but is seldom necessary. 
The rubber attachments and the rubber stem immediately 
below the tube tend to perish and require renewal yearly. 
The perspex tube is, unlike rubber, non-irritating; hence 
douching is seldom required. There is no danger of impaction 
or of fistula as is the case with the Napier ‘cup-and-stem 
pessary, and even ulcerated cervices improve and can heal 
while this plug is in place. 3 

The older the patient and the greater the prolapse, the 
more helpful is the plug and the deeper the patient’s gratitude. 


This apparatus is not always successful in apparently 
suitable cases, but these number less than one in four. 

The vaginal plug can be supplied by Messrs. Allen & 
Hanburys, Wigmore Street, London,,W.1. 


McKim McCuLiacu 


London, W.1 ¥.B.C.0.G. 
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Reviews of Books 


Kwashiorkor 

H. C. TrRoweEtt1, 0.3.E., M.D. Lond., F.R.c.P., physician, 
Mulago Hospital, Kampala ; J. N. P. Davies, m.p. Brist., 
professor of pathology, Makerere College Medical] School, 
Kampala; R. F. A. Dean, px.D. Camb., M.R.c.P., Medical 
Research Council Group for Research in Infantile Mal- 
nutrition, Kampala. London: Edward Arnold. 1954. 
Pp. 308. 50s. 

Dr. Hugh Trowell’s work on kwashiorkor is well known, 
and in preparing this authoritative textbook he has had 
the help of Prof. J. N. P. Davies, who went to Kampala 
during the war, and of Dr. R. F. A. Dean, who set up a 
M.R.C. unit there after his extensive experiences in 
post-war Germany. It is difficult to imagine a better 
team, and the result is a well-written, fully documented, 
and beautifully illustrated volume. The facts that the 
list of references runs to 17 pages and that in the preface 
over twenty people are thanked show that it is the result 
of analysing, distilling, and compounding the knowledge 
of a large army of experts. The clinical picture, bio- 
chemical disturbances, and pathological findings are 
well described; and the implications of this disorder of 
childhood in adult life prove the importance of finding 
preventive measures which can be readily applied in all 
sorts of conditions of tribal life despite the difficulties of 
custom and prejudice. 


Surgery of the Elbow 
Freperick M.D., associate professor of clinical 
orthopedic surgery, Columbia University, New York 
City. Springfield, Ill.: Charles C. Thomas. Oxford : 
Blackwell Scientific Publications. 1954. Pp. 340. 
77s. 6d. 


More and more surgical books are written on a 
regional basis. In the surgery of the elbow Dr. Smith 
has found a gap in the literature, and his attempt to fill 
it succeeds admirably. Writing in simple direct language, 
he is first and foremost a teacher. He has a clear 
understanding of what the student needs in a textbook, 
of which he says: ‘‘ Not only the medical student, but 
the resident or the younger surgeon may become utterly 
confused by the number of plausible methods of treat- 
ment suggested for a given condition.’’ Over-conservative 
rather than the reverse, he has a hatred for the ‘‘ routine 
surgical mind.’’ His outlook is never confined to the 
lesion alone, and he makes sure that we remember that 
the elbow belongs to a patient. Throughout the book 
he lays stress on the principles of treatment, and for 
each individual lesion he gives a detailed description of 
the indications and treatment he recommends. 

Almost the whole book concerns injuries and their 
complications ; non-traumatic conditions are dealt with 
quite briefly. British orthopedic surgeons may disagree 
with Dr. Smith here and there, but will always be 
conscious of his balanced judgment. 


Handbook for Medical Officers of Schools 
On School Health and Communicable Diseases. 12th ed. 
Published for the Medical Officers for Schools Association. 
London: J. & A. Churchill. 1954. Pp. 78. 6s. 

Tue importance of a book cannot be judged by its 
size and appearance. This slender, paper-covered volume, 
handy for the pocket, first appeared in 1885 and can 
therefore claim to be a classic in its field. The previous 
edition came out six years ago, since when much has 
happened. 

The first six sections are short. Five deal with medical 
responsibility, general hygiene, medical services in a residential 
school, disinfection, and vaccination requirements for travel- 
lers, while the sixth defines the terms to be used in the final 
section. The advice is good and succinct. ‘‘ The school doctor 
should...” says the book ; and he would be wise to do what 
is suggested. The article on disinfection is detailed and useful, 
but could usefully be enlarged to include instructions about 
the disinfection of cutlery and crockery. 

The final section, on communicable diseases, comprises 
more than half the book; and both this section and the 
previous one have a good deal in common with the excellent 
American production, The Control of Communicable Diseases 
in Man. (Reference to this was made in the previous 
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edition, and has presumably been omitted from this one 
by inadvertence.) The communicable diseases are arranged 
alphabetically and the facts are given under numbered 
headings which are kept the same for each disease. This 
makes for easy reference, and the information is authoritative 
and reliable. An addition which should be considered for the 
next edition is the transmission interval between case and 
case, which in some diseases is a useful diagnostic character- 
istic. Also, further attention might be paid to some statements 
which are loose or ambiguous, and to consistency in the 
naming of causal micro-organisms, 


Congenital Heart Disease 
An Illustrated Diagnostic Approach. Henry 8. Kapian, 
M.D., professor of radiology, Stanford University School 
of Medicine; J. RoBrnson, M.D., assistant clini- 
cal professor of pediatrics in the school. New York 
and London: McGraw-Hill. 1954. Pp. 126. 100s. 


Tus outline of congenital heart-disease is presented 
mainly from the radiological aspect. 

It opens with a description of appearances of the normal 
heart in childhood and of the contributions of the various 
heart-chambers and great vessels to the silhouette. The 
typical alterations in shape from enlargement of particular 
parts are then dealt with, and chapters on electrocardiography 
and other graphic methods follow. The second half of the 

consists of an atlas of the commoner congenital lesions 
with radiographs and diagrams faced by a tabular description 
of the condition. The book succeeds well in its object and 
makes relatively simple an aspect of cardiology which the 
student may find difficult. Only the section on electrocardio- 
graphy may be mildly criticised ; some of the tracings are 
poor, an explanation of clockwise rotation is lacking in the 
text, and one or two interpretations seem doubtful. 


Man Above Humanity 
A History of Psychotherapy. BroMBERG, B.8., 
M.D. Philadelphia: J. B. Lippincott. London: Pitman 
Medical Publishing Co. 1954. Pp. 342. 45s. 

THE title of this book is taken from Seneca’s Naturales 
Quaestiones—‘‘O how contemptible a thing is man 
unless he can raise himself above humanity.” But its 
scope is better conveyed by the subtitle. 

It is, in fact, a scholarly survey of the development of psycho- 
therapy from magic, primitive religion, and witchcraft to 
neurology, psycho-analysis, and mental hygiene. The last 
two chapters, on contemporary trends, emphasise the change 
in the status of the patient, who is no longer a passive recipient 
but a participant in a therapeutic group. The illustrations 
range from a cave-drawing of a sorcerer disguised as an 
animal to a picture of Pinel liberating the lunatics in the 
Bicétre and from a portrait of Mesmer to one of Freud. 


Growth and Development of Children (2nd ed. Chicago : 
Year Book Publishers. London: Interscience Publishers. 
1954. Pp. 296. 53s.).—Child health is at last coming into 
its own in this country and more interest is being shown in 
those inseparable and enthralling twins—growth and develop- 
ment. Prof. E. H. Watson and Dr. G. H. Lowrey intend their 
survey of growth and development from conception to 
maturity for students, postgraduates, and practitioners, 
rather than research-workers. In this second edition the 
section on physical growth and its recording has been much 
improved, and there is a welcome new chapter on the growth 
and development of the face, jaws, and teeth. This handy 
volume, from the Michigan pediatric school, gives a sim 
practical presentation of the subject and a useful bibliography 


Fertility from Town Wastes (London: Faber & Faber. 
1955. Pp. 224. 25s.).—Mr. J. C. Wylie is the engineer to the 
Dumfries County Council and a notable pioneer in the 
scale conversion of refuse to useful fertiliser. In this book he sets 
out fully and clearly his reasons, his methods, and his results. 
He is an enthusiast, and some of his claims will not be accepted 
by orthodox agriculturalists, while his picture of a countryside 
made hideous with noisome dumps of decaying organic 
matter is more picturesque than aceurate. Ratepayers will be 
disappointed in the relatively scanty attention he gives to the 
economics of these , and doctors even more so in 
his offhand assumption that becayse the perfectly made 
compost reaches a temperature lefhal to parasites the risks 
to public health are negligible." ~ 


1. See Lancet, 1954, ii, 1315. 
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EFFECTIVE COUGH CONTROL wines, P HE N 4 ED YL ' 


trademrk COUGH LINCTUS 


—a new M&B brand Medical Product containing promethazine, codeine, and peau 


Here is a rational and really effective linctus designed 
for the prompt relief of unproductive cough. 

‘Phensedyl’ combines the powerful antihistamine, 
central sedative and local analgesic effects of pro- 
methazine with the depressant action of codeine on 
the cough reflex and the bronchodilation of ephedrine. 
“Phensedyl’ is of value, therefore, not only in post- 
influenzal types of cough but also in those due to an 
allergic cause or to any degree of bronchospasm such 
as in “asthmatic” cough, bronchitis, and whooping- 


cough. In addition, the anti-emetic action of pro- 
methazine helps to control any tendency of the 
patient to vomit. 

*Phensedyl’ is attractive in appearance and pleasant 
to take — both important features when prescribing 
for children. 

SUPPLIES : Bottles of 4 & 40 fi. oz. Each 3-6 c.c. (approximately 
1 teaspoonful) contains 3-5 mgm. (gr. 4) Promethazine Hydro- 
chioride B.p. ; 9 mgm. (gr. 3/20) Codeine Phosphate B.P. ; and 


7 mgm. (gr. }) Ephedrine Hydrochloride B.p., in a suitably 
flavoured syrup. Detailed information is available on request. 


MANUFACTURED BY @ MAY & BAKER LTD 
MA2054 


DisTriscrors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD: DAGENHAM: ESSEX 
27 
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TRIGEMINAL 
NEURALGIA 


SEBORRHOEIC 
DERMATITIS 


OSTEOPOROSIS 


CERTAIN 
NEUROPATHIES 


| Nowapays particular interest is centred around vitamin B,,—not only on 


| account of its specific action in pernicious anaemia (that, of course, is 
| undoubted), but because it appears to be of marked benefit in other spheres. 
B,, has, in fact, brought prompt—sometimes dramatic—results in trigeminal 

| neuralgia. The vitamin has also been used with good effect in herpes zoster, 
: osteoarthritis and osteoporosis, seborrhoeic dermatitis and certain neuro- 

| pathies such as those resulting from alcoholism and malnutrition. Moreover, 


B,, therapy is frequently followed by a marked itnprovement in appetite, 
vigour and well-being—indeed for this “tonic” effect, a few doses of 50 micro- 
grams every second day usually suffice. ‘ 


CYTAMEN 


TRADE MARK 


crystalline vitamin B,, 


20, 50, 100 aud 250 microg: ams per cc. in boxes of 6; 1,000 micrograms per cc. in boxes of 3 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX, ENGLAND 


Research Laboratories : Manufacturers of medical products and foods. Agents or associate companies in almost every country in the world 
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Horror Comics 


ConcERN over the bad effect on children of so-called 
comic books was awakened in this country several 
years ago’ and has been mounting steadily. It has 
now led to the introduction of a Parliamentary Bill 
to curb this type of publication. With the Bill now 
in committee, there will be more than usual interest 
in Dr. WeRTHAM’s authoritative study ? of “ horror 
comics’ in the United States of America. After a 
seven-year investigation WerRTHAM concluded that 
the only way to fight this social evil is through the 
law, which he has described as “ the best instrument 
of adult education.” It is sobering, therefore, to find 
that he has failed to secure any action, and that some 
of the arguments used against our own Bill at its 
second reading on Feb. 22 contributed to his defeat 
in the U.S.A. 

His book is shocking, both because it reveals an 
appalling state of affairs, and also because of the 
violence of his own feelings. He produces apparently 
incontrovertible evidence, but he batters the reader 
with it; and those psychiatrists and others who do 
not share the extremity of his views are belaboured 
as savagely as the promoters of the comic-book 
industry themselves. But it would of course be wrong 
to dismiss this work beeause the author's burning 
moral indignation has led him into ungentle ways and 
disturbed his judgment.. He has, with great devotion, 
courage, and integrity, revealed a calamitous state of 
affairs. In the U.S.A. the output of horror comics, 
as distinct from ““ comic strips ’’ which are less noxious, 
is conservatively estimated at 60 million per month. 
Not only do the children and some young adults trade 
the comics among themselves, but they tend to live 
with them, read them again and again, and generally 
treat ‘them as the great reality of life. With copious 
extracts and illustrations, WERTHAM shows how horror 
comics are preoccupied with blood, lust, violence, 
murder, cruelty, perversion, and racial intolerance. 
He has even traced an epidemiology, showing how 
the industry has quickly passed through phases of 
murder and violence, sex, and sexual murder with 
violence, and how it has been “‘ retooled for illiteracy.” 
He shows how the comics are influencing both boys 
and girls, and traces new trends in juvenile crime with 
an early recognisable comic-book flavour. 

How much does all this apply to our own country ? 
Nobody would claim that the horror-comic menace is 
as serious here; but a recent exhibition, by the 
National Union of Teachers, of comie books found 
in Britain has shown the threat to be far from 
negligible. An intelligent London grammar-school boy 
‘of 13 was asked, within the last week, to give an 
opinion on the matter, and proved both knowledgeable 
and informative : 

1. See Lancet, 1950, i, 1005. 
2. Seduction of the Innocent. By FREDRIC WERTHAM, M.D., 


sometime 
senior psychiatrist for the Department of Hospitals in New 
York City. London: Museum Press. 1955. . 407. 21s. 


In his school, he thought, in each of the three lowest 
forms about two boys were purveyors of horror comics ; 
but most of the boys did not touch them. Higher up 
the school, interest waned. He volunteered a classification 
into: grade I (the worst), murder and sex; grade Ul, 
murder and violence; and grade m1, just murder. He 
exonerated from blame what he described as ‘“‘ standard 
British comics,”’ but the effect of the others was ‘‘ shock- 
ingly awful.’”’” Most of the horror-comic books, he 
said, were of American origin, though possibly printed in 
the United Kingdom; but he claimed to know of at 
least four series of comics produced in this country which 
are as bad in their morals and effects, the only difference 
being that the language does not ‘‘ contain so much slang.” 

The anti-comics campaign has been defeated in 
America, not only by the complexities of State law 
but by other factors deserving study, including the 
public endorsement of horror-comic books by 
some psychiatrists. (The Kefauver Senate Crime 
Committee named two well-known child psychiatrists 
and two educationists as having been employed by 
the comic-book industry ; but WrrRTHAM gives no 
names, and the nature of their employment is only 
hinted at.) The grounds alleged for endorsement of 
comics by psychiatrists include the argument that 
comics allow the child to let out his. aggression ; but 
in fact the consensus of psychiatric opinion is that 
they stimulate and tend to formalise his aggression 
and deny him the civilising experience of controlling 
his aggression himself and of diverting it on to socially 
acceptable objectives. (To quote a crude example, it 
is better for a: boy to “ attack” his algebra problems 
than the six-year-old girl next door.) Among the 
unthinking, the publishers of comics win further sup- 
port by claiming that their products teach that crime 
does not pay ; but the lesson that actually emerges is 
generally that violence is the most important of values, 
that it can be conquered only by greater violence, and 
that the worst evils are to make a mistake and to be the 
weaker party. The arguments in favour could hardly 
have succeeded but for the belief of many well- 
intentioned people that horror comics will harm only 
the emotionally unstable or disturbed child. To say 
this is as futile as to say that a motor-car will only 
harm the child who does not understand traffic; and 
WERTHAM gives us convincing: evidence that the 
argument is also false—that comics not only create a 
dependence on comics but inculcate criminal ideas, 
provide courses of instruction in criminal behaviour, 
and advertise the sale of the necessary weapons and 
tools. To mix the metaphor, it is as though some 
motor-cars were to pursue children on to the pavement, 
trap them, and “ take them fora ride.” 

But (it is said) to ban comics interferes with the 
right of free speech and with the freedom of the press. 
Who shall be the arbiter of morals ? Echoes of these 
arguments were heard at Westminster last week. Are 
the police trained for this sort of thing ? Will not a 
publishers’ code do what is necessary? WERTHAM 
shows that in the United States a code has been not 
only useless but dangerous, because it gave a sense of 
false security. As for curbing freedom, he inquires, 
freedom for what and for whom? Certainly not 
freedom for the child, who is destined te become a 
slave to the horror comic. There is some parallel here 
with the argument that the child-labour laws of the 
19th century were wrong because they denied to the 
child the right to work in the coalmine; or that 
public-health regulations are wrong because they deny 
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the child the right to catch typhoid fever. No 
responsible citizen will give away civil liberties for 
nothing ; but we must not protect the liberty of the 
adult to make money as he pleases at the cost of 
failing to protect the child’s freedom to grow up 
without lasting deformity of character. 


Idiopathic Thrombocytopenic Purpura 

Ir used to be thought that idiopathic thrombo- 
cytopenic purpura was a form of hypersplenism ; the 
spleen sequestrated and destroyed the circulating 
platelets, and the megakaryocytes in the bone-marrow 
multiplied in an effort to replace the loss. This hypo- 
thesis was supported by the effect of splenectomy, 
which was usually followed by return of the platelet- 
count to normal and disappearance of the purpura. 
But from the first it was realised that this explanation 
was incomplete. Splenectomy unaccountably failed 
to relieve some patients in whom the diagnosis was 
firmly established ; while in others the platelet-count 
increased at first, but fell later—sometimes without 
recrudescence of the purpura. Moreover, the severity 
of the bleeding into the skin or from mucous mem- 
branes did not necessarily correspond to the level of 
the platelet-count. These anomalies, and doubts 
about the necessity for, or the timing of, splenectomy 
in individual patients, have stimulated a search for 
other factors in the pathogenesis and course of the 
disease. Recent work on platelet agglutinins and 
lysins shows that the search is well justified. 

The idea of platelet-antibodies stems from observa- 
tions on guineapigs by Bepson,' who prepared an 
antiplatelet serum which caused thrombocytopenia 
and damaged the endothelium of the capillary blood- 
vessels. Interest in this aspect of purpura has been 
re-awakened by two researches. Firstly, AckRoypD ? 
showed that the thrombocytopenic purpura caused 
by ‘ Sedormid ’ is due to the development of an anti- 
platelet factor in the blood. Secondly, Evans et al.* 
noted that some patients with acquired hemolytic 
anemia also had thrombocytopenia. Since the 
hemolytic anemia was known to be caused by anti- 
body destruction of red cells, they thought that the 
thrombocytopenia might similarly be due to an anti- 
body ; and they detected platelet-agglutinating factors 
in the blood of these patients and of some with idio- 
pathic thrombocytopenic purpura. Evans et al. 
considered that the spleen acted more as an antibody- 
producer than as a “ slaughterhouse ” of red cells and 
platelets. They also pointed out that children born 
to women who at the time had thrombocytopenic pur- 
pura often had transitory thrombocytopenia, which 
suggested that a platelet-destroying factor had passed 
‘across the placenta. Sreranrni and DAMESHEK,* and 
others, have worked out techniques for transfusing 
platelets and following their fate in recipients. They 
found that normal platelets transfused into patients 
with a low platelet-count due to aplastic anemia or 
leukeemia survived for two to five days ; whereas plate- 
lets transfused into patients with idiopathic thrombo- 
cytopenic purpura survived for from half an hour 
to twenty-four hours. HARRINGTON et al.5 made the 


1. Bedson. S. P. J. Path. Bact. ness, 25, 94. 

2. Ackroyd, F. Sci. 1949, 269. 

8. Evans, R.'S., Takahashi, K., une, R. T., Payne, R., Liu, 
C.K.” Arch. intern. Med. 1951, 48. 

4. Stefanini, M., Dameshek, W. New, nal. J. Mead, 1953, 797. 

5. Harrin ston, W. J.. Sprague, C. M.nnich, 


V.. Moc 
‘Ahivin, R. Dubach, R. ia53, 38. 433. 


converse experiment of transfusing blood from patients 
with idiopathic thrombocytopenia into healthy people, 
and showed that in many this caused temporary 
thrombocytopenia. They also detected platelet 
agglutinins in the blood of 21 out of 31 patients with 
idiopathic thrombocytopenic purpura; and in 4 of 
these the agglutinins acted against the patient’s own 
platelets. Tuxiis* found that serum from some 
patients with such purpura caused agglutination and 
even lysis of normal platelets in the presence of com- 
plement. These, and similar reports, seemed to con- 
firm that a circulating antiplatelet-antibody was 
present and was detectable in a fair proportion of 
cases of idiopathic thrombocytopenic purpura; and 
this presumably was responsible for the thrombocyto- 
penia and the purpura. 

Further experience has yielded results which spoil 
this attractively simple picture. Harrinerton et 
noted that thrombocytopenia was still induced in 
healthy people by blood from patients whose platelet- 
count had reverted to normal after splenectomy. 
Further search revealed platelet-agglutinins in the 
blood of patients without purpura who had been 
transfused or who had been pregnant ; and STEFANINI 
et al.’ described platelet-agglutinins in the blood of 
healthy people who had never been transfused or been 
pregnant. The techniques of demonstrating platelet- 
agglutinins have proved difficult and unreliable, and 
there is much difference of opinion about the interpre- 
tation of results. The reduction in the platelet-count 
of healthy people transfused with blood from patients 
with idiopathic thrombocytopenic purpura is also not 
specific; thus STEFANINI et al.* found that trans- 
fusion of normal plasma causes reduction of platelets, 
and the only difference with plasma from patients 
with thrombocytopenic purpura is that the effect 
sometimes lasts longer. ACKROYD ® concludes that the 
extent to which idiopathic thrombocytopenic purpura 
is due to an antiplatelet factor is not easily judged, 
though there is strong evidence of such a factor in 
the blood of some patients with the disease. 

Accordingly, the clinician cannot look to information 
about platelet-agglutinins to help him in deciding 
whether splenectomy is advisable, or whether cortisone 
or corticotrophin should first be tried. But experience 
over the years has helped to clarify the division of 
idiopathic thrombocytopenic purpura into an acute 
type, which does not often call for splenectomy, and a 
chronic type, in which sooner or later splenectomy 
will probably be necessary. The acute cases, which 
are very alarming, were formerly treated by emergency 
splenectomy, but the results were often disappointing. 
The present practice of watchful waiting has shown 
that the condition often remits spontaneously after a 
period varying from a few weeks to three or four 
months ; in some instances the disorder eventually 
becomes chronic, but in occasional tragic cases the 
patient dies from uncontrollable hemorrhage that is 
uninfluenced even by splenectomy. Cortisone may 
help to tide over the waiting period ; platelet-trans- 
fusions have been given, but have severe limitations.!” 
In the chronic cases the platelet-count is persistently 

6. Tullis, J.C. New Engl. J. Med, 1953, 249, 591. 

7. Stefanini, M., Pitman, G. I., Dameshek, W., Chatterjea, J. B. 
Mednicoff, I. B. J. Lab. clin. Med. 1953, 42, 723. 

8. Stefanini, M., Dameshek, W., Chatterjea, J. B., Adelson, E., 
Mednicoff, Blood, 1953,'8, 26. 


9. Ackroyd, J. F. ‘Brit. med. Bull. 1955, 11, 28. 
16. See Lancet, 1953, ii, 605. 
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low for many months, and the purpura tends to vary 
quite independently. Splenectomy is still the treat- 
ment of choice; and the timing of this operation 
depends greatly on such considerations as whether the 
hemorrhages are persistent or damaging, whether 
the patient is likely to become pregnant, or whether 
the central nervous system is involved. Unfortunately, 
as Sreranrni and DamMEsHEK ™ point out, it is still 
impossible to predict whether the disorder will 
respond to splenectomy, but in at least two-thirds of 
cases the results of operation are satisfactory. In 
children idiopathic thrombocytopenic purpura tends 
to be milder than in adults ; but more cases are acute, 
with the risk of serious complications in the first 
month of the illness. Komrower and WarTson 
report that of 28 cases in children aged 6 years or less, 
no fewer than 24 presented as acute cases, 12 with 
severe and 12 with mild bleeding ; 6 of the children 
with severe bleeding died, but the other 18 recovered 
completely without treatment. In the chronic cases 
in children the onset is less dramatic, and symptoms 
tend to persist in an irregular fashion for more than 
six months. KomRoweR and Watson agree that in 
the acute cases splenectomy is hazardous, and they 
prefer treatment with corticotrophin or cortisone for 
at least the first month after onset. For the chronic 
cases splenectomy should be considered after six 
months, but the necessity for this depends on the 
disability the disease is causing. 

The successful management of idiopathic thrombo- 
cytopenic purpura in children or adults still depends 
on accurate diagnosis and on clinical assessment of the 
condition and prognosis, as much as on information 
from clinical pathology. The detection of platelet- 
agglutinins is not yet a helpful laboratory test, but 
technical refinements may make it so. 


Peptic Ulcer and the Brain 


VaGaL section may be indicated in cases where the 
anastomosis ulcerates after comprehensive gastric 
resection for duodenal ulcer ; and as a supplement to 
the Billroth-1 operation for duodenal ulcer it may 
insure against recurrence.’* A report from the Mayo 
Clinic’* indicates that, though gastric resection is 
the operation of choice for ulceration after gastro- 
enterostomy, vagotomy, with a low mortality of 1%, 
gives excellent results in 70% of patients with stomal 
ulcer after partial gastrectomy : indeed, compared with 
the few cases submitted to gastric reresection which 
were followed up, vagotomy was apparently more effec- 
tive. Weis !* has reported the outcome of vagotomy 
in 25 patients with ulceration after partial gastrectomy 
and 14 after gastro-enterostomy: two-thirds of the 
resection group were free from trouble after three 
years ; but the results in the gastro-enterostomy group 
were disappointing, since ulceration recurred in 10. 
WELLs considers that vagotomy is worth trying in 
the gastrectomy group, since it is safer than further 
resection. There are occasions when removal of yet 
more stomach is well-nigh impossible ; vagal section 
is then a last resort. 


11. Stefanini, M., Dameshek, W. Annu. Rev. Med. 1954, 5, 87. 
12. Segre. G. M., Watson, G. H. Arch. Dis. Childh. 1954, 29, 


13. Capper, W. M., Welbourn, R. B. Lancet, 1954, ii, 193. 
14. bh a a Chance, D. P., Berkson, J. Surg. Gynec. Obstet. 
15. Wells, B. W. Lancet, 1954, i, 599. 


Occasionally peptic ulceration defies all surgical 
endeavours ; PRIESTLEY et al.'® mention a patient who 
had’ five operations and ultimately required total 
gastrectomy. In such cases the underlying factors 
can hardly be gastric, since ulceration continues to 
recur after most of the stomach has been removed. 
WALTERS et al.’* suggest that the continual presence 
of free HCl in the stomach or stomach remnant is 
important, and base their surgical approach to recur- 
rent ulceration on its elimination. FRENcH et al.!? 
have found that in monkeys stimulation of the 
hypothalamic area induces secretion of HCl. Section 
of the vagus nerve might have been expected to stop 
this response if their experiments had not also pointed 
to an extravagal pathway from the posterior hypo- 
thalamus through the pituitary-adrenal system; stimu- 
lation caused a delayed secretion which was blocked 
only by adrenalectomy.’* If acid is a factor in 
ulceration, and if stress stimulates the hypothalamus, 
this might explain the rare recurrence of ulceration 
after adequate gastric resection followed by vagotomy. 
Frencu et al.!* have induced in monkeys ulceration in 

repyloric and postpyloric areas by protracted stimu- 
ation (thirty to seventy days) ‘of the medial 
diencephalic axis from preoptic to postmamillary 
regions. This circumstantial evidence does not prove 
that a similar mechanism operates in man. But 
clinical observation caused CusHING *° to consider the 
role of stress and its impact via interbrain to midbrain 
and so on to the vagal centres in the medulla. His 
interest was aroused by two cases in which acute 
gastric or duodenal perforations followed craniotomy 
for cerebellar lesions. The several perforations were 
located in areas of erosion—in the stomach in one case, 
and in the duodenum in the other. Ulcers that follow 
operations on the brain are apparently of two types : 
one is characterised by diffuse petechia and even 
gross hemorrhage, and the other by gelatinous soften- 
ing, erosion, and perforation.*4 Davis et al.2? have 
found that the incidence of perforation or hemorrhage 
after 7000 neurosurgical operations was 0-7% ; but 
after craniotomies (943) and also after suboccipital 
craniectomies (350) it was about 2-5%. 8 patients in 
their series had pre-existing gastro-intestinal trouble ; 
after operation all 8 were seriously ill because of 
hzmatemeses, and some of these died from this cause. 
In some cases gastro-intestinal hemorrhage ensued 
even when the operation had not been on the central 
nervous system—for example, on the autonomic 
nerves. Moreover, as CusHinG knew, disease of the 
central nervous system, without neurosurgical trauma, 
may be associated with perforation or hemorrhage ; 
Watson and Netsky?* describe 6 such cases, and 
refer to 38 previously reported, in which the patient 
died from one of these complications. In 30 of the 
total of 44 cases the neurological disorder involved 
the hypothalamus. 


16. Priestley, J. T., Walters, W., Gray, H. K., Waugh, J.M. Proc. 
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This association between brain and gut is still 
sometimes overlooked, though Scuurr *4 observed it in 
dogs and rabbits as long ago as 1846. Four years 
previously CuRLING*> had reported duodenal ulceration 
after burns—a sequence which Brown-S#quarp 
tried to explain neurologically. Neurological manifes- 
tations after severe burns have often been reported ; 
and necropsy has revealed cedema, hemorrhages, and 
purpura in the brain, changes in ganglion cells, and 
demyelination. Mapow and ALPErs ** recorded this 
state in 2 patients who died twelve and sixteen days 
after being burnt; and the patient who died after 
twelve days also had Curling’s ulcer of the stomach. 
Yet, though brain lesions may play a part in the 
genesis of ulcers, secretion of HCl, stimulated by the 
hypothalamus, can herdly be the whole cause, since 
ulceration of cesophagus **?* and colon?! has also 
been found in association with cerebral disorders. 


Annotations 


AIR IN THE INFANT’S ALIMENTARY TRACT 


PARENTS of small babies are often puzzled as to where 
all the wind comes frém. Usually they are assured that 
it has been swallowed; but the question of when it is 
swallowed has never been satisfactorily answered. It 
is commonly believed that babies swallow air when they 
have nothing else to swallow, and that a hungry baby 
will gulp down large quantities of air to try and relieve 
his pangs. It has even been suggested ?® that some air is 
ingested with every inspiration ; but as little as 0-1 ¢.cm. 
of air swallowed with each breath would mount up to 
more than 5 litres per day. 

Gerber *° has now described observations which suggest 
that air is not easily swallowed by infants unless they are 
swallowing fluid at the same time. Gerber studied a 
series of babies whose ages ranged from 12 days to 
9 months, and also two older children, one aged 18 
months and the other aged 6 years. A plain radiograph 
of the abdomen was taken after 4-8 hours’ fasting and 
the amount of gas in the stomach was estimated. Next 
the infants were allowed to suck on an empty bottle for 
30 minutes and a further radiograph was taken. Finally, 
they were given from a half to four ounces of milk and a 
final radiograph was taken. There was little gas in the 
stomach of fasting infants, and there was practically no 
change after 30 minutes’ sucking on an empty bottle ; 
whereas after the milk feed there was moderate to great 
increase. Gerber estimated that the babies swallowed 
two to three times as much air as fluid during a feed. 
A further observation confirmed that the air was swal- 
lowed and did not appear as the result of decomposition 
of food or by diffusion from the blood. Three babies 
were given a small amount of milk by bottle, and subse- 
quent radiographs showed the normal stomach gas- 
bubble. -On another occasion they were given the same 
amount of milk through a gastric tube, and no gas- 
bubble could be seen on the radiographs. In a third test 
Gerber passed gastric tubes on three infants and placed 
the free ends under water. There was an immediate 
bubbling of gas as the stomach emptied but no further 
escape with expiration; which suggested that air was 
not being ingested with breathing. 

Nevertheless there seems to be no doubt that the 
newborn baby swallows air as the stomach and small 


25. Curling, T ed.-chir. 1842, 25, 260. 
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bowel fill with gas shortly after birth and before any feeds 
are given. Further, the infant with csophageal atresia 
without trachee-msophageal fistula does not have any 
gas in the bowel, and so diffusion from the blood-stream 
would not explain the rapid distension of the normal 
baby’s gastro-intestinal tract. 

All too often in medicine opinions tend to crystallise 
into accepted fact. The belief that hungry babies swallow 
air has hardly been questioned. Those who find Gerber’s 
conclusions unacceptable will now have to prove their 
case, and not merely state it. 


HEREDITY AND RHEUMATIC FEVER 


We know that anyone who has had an attack of 
rheumatic fever is liable to have further attacks, and 
that the hazard. may be diminished by long-term chemo- 
prophylaxis with penicillin or the sulphonamides. At 
present such prophylaxis cannot be rationally applied 
before the first attack, since ‘there is no means of 
recognising susceptibility. 

Infection, possibly recurrent, by the group A $-hzemo- 
lytic streptococcus is established as an essential cause of 
the disease, and factors influencing the dissemination 
of the streptococcus will materially affect the incidence 
of rheumatic fever. This has been well shown in young 
adults who have been segregated and crowded together, 
as on call-up to the Services,! when epidemics of strepto- 
coecal infection have resulted in minor epidemics of 
rheumatic fever. We do not know why some people 
react to streptococcal disease in this way, but there is 
increasing evidence that susceptibility to rheumatic fever 
is inherited. Family studies,?* including pedigrees of 
rheumatic families,‘ > and records of identical and non- 
identical twins,*’ have suggested that heredity is 
involved ; but environmental influences have not been 
satisfactorily distinguished from genetic influences, nor 
has the mode of inheritance been clarified. Interpretation 
of results is not easy. Usually families are chosen for 
study because they include an affected child, and allow- 
ance must be made for this weighting of the data in 
comparisons with control families chosen on some other 
basis. Secondly, rheumatic fever and rheumatic heart- 
disease are diagnosed clinically, and different observers 
will not always agree on criteria. Thirdly, information 
on rheumatic cisease among the parents’ relatives is not 
always accurate. Finally, the children studied must be 
followed up for many yéars. 

Wilson and Schweitzer * in New York have described 
a long-term study.in which an attempt was made to 
overcome these difficulties. From their earlier investiga- 
tions * these workers had concluded that susceptibility 
to rheumatic fever was inherited as a simple recessive 
trait, and their. latest investigation was designed to 
confirm that hypothesis. The families were brought 
under observation through a parent who was seen during 
childhood at a pediatric heart clinie on account of 
rheumatic or congenital heart-disease ; in addition, some 
of the brothers and sisters of these patients were included, 
together with some patients admitted to an obstetric 
hospital who were found to have rheumatic heart-disease. 
The kin of both parents were examined with some care. 
The children were followed continuously over years, 
and the incidence of rheumatic disease among them was 
related to the probable genetic constitution of the parents, 
assuming single recessive-gene transmission. The observed 

Freen, C. A. Med. Pr. 1941, 103, 523. 


. Gray, F. G. Amer. J. Med. 1952, 13, 400. 
A. C., Cheeseman, E. A. Ann. Eugen., Lond, 1953 
, 177. 
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2 
3 
4. Pickles, W. N. Lancet, 1943, ii, 241. 

5. Beers, C. V. Hereditas, Lund, 1948, 35, 534. 
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7 

8 


. Kaufman, o. Scheerer, E. Z. ges. Anat. 2. Z. KonstLehre, 


1938, 21, 68 
Arch. Dis. Childh. 1940, 15, 179. 


. Perry, C. B. 
. Wilson, M. G., Schweitzer, M. Circulation, 1954, 10, 699. 
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incidence. agreed well with that theoretically expected 
from this hypothesis. Thus, according to the hypothesis, 


where both parents were rheumatic, and therefore both ~ 


presumably homozygous for the rheumatic gene, all the 
children would be likewise homozygous and develop 
the disease ; and in fact in eight such families 14 of the 
15 children were rheumatic. On the other hand if one 
parent had no family history of rheumatic fever he might 
be assumed to be a homozygous negative; so if the 
partner were rheumatic all the children would be 
heterozygous, and, although carriers of the recessive trait, 
would not themselves show the disease. Among 399 
such children only 2 cases of rheumatic fever were 
observed. This evidence is persuasive. But Wilson and 
Schweitzer assume 100% penetrance of the trait, which 
would require universal exposure of the children to 
recurrent streptococcal infection ; and the families were 
of satisfactory economic status, so it is unlikely that this 
condition was fulfilled. In addition, the general decline 
in the incidence of rheumatic disease would not have 
taken place if the disease were determined by a purely 
hereditary cause with such a high degree of penetrance. 
One in six of the children had not attained the age of 6 
years, and an even larger proportion had not passed the 
susceptible age-period ; the total incidence is therefore 
likely to exceed that required by the hypothesis of a 
recessive gene, especially if less than 100% penetrance is 
accepted. Radiographic criteria for diagnosis of rheumatic 
heart-disease 1° used in the assessment of cases in this 
series have not been generally accepted. 

When both parents have had rheumatic fever the risk 
of their children being susceptible is apparently so great 
as to.call for prophylactic chemotherapy throughout the 
susceptible age-period. But in others such prophylaxis 
is still probably justified only when susceptibility has 
been manifested by the first attack. 


THE CAROTID-SINUS SYK DRCME 


FaInTING attacks in elderly people are sometimes due 
to increased sensitivity of the carotid sinus. The 
mechanism of this increased sensitivity is obscure, but 
it seems to be associated usually with atherosclerosis. 
Tumours and inflammatory conditions in the neck may 
also affect the sinus, though oddly enough tumours of 
the carotid body do not. The syncopal seizure, which 
may be precipitated by some quick movement of the 
head, by bending, or by lifting a heavy weight, is often 
preceded by a brief aura, consisting of tinnitus, blurred 
vision, hallucinations, dizziness, or acroparesthesiz. It 
is followed by a short period of unconsciousness during 
which pallor, sweating, and convulsions may be observed. 
Diagnosis depends on reproducing the aura by light 
pressure or massage over the carotid sinus ; heavy pres- 
sure is dangerous in patients with sensitive sinuses. Even 
with light massage the patient may faint, but fainting 
can usually be averted by releasing the pressure as soon 
as symptoms are manifest. Sensitivity is usually con- 
fined to one sinus, but may occasionally be bilateral. 

Conservative treatment includes advice to avoid tight 
collars, sudden head movements, bending, lifting, or 
squatting down. Drugs known to increase carotid-sinus 
sensitivity should not be given ; these include digitalis, 


. morphine, ephedrine, nitrites, methacholine, and thyroid 


extract. The belladonna alkaloids, on the other hand, 
decrease sensitivity ; and these may be administered 
together with a sedative. In intractable cases surgical 
denervation of the sinus ™ is often successful, but irradia- 
tion is simpler and very nearly as effective. Greeley 
et al.!? apply 200-220 kV with a 2 mm. filter of copper 
and a 1 mm. filter of aluminium, a 50 cm. target-skin 
10. M. , Epstein, N., Helper, H. N., Hain, K. Circulation. 
11. Cattell, R. B., Welch, M. L. Surgery, 1947, 22, 59. 


12. Greeley, H. P., Smedal, M. I., Most, W. New Engl. J. Med. 
1955, 252, 91. 


distance, 200r (measured in air), and a 5 em. square 
portal. Two or three treatments are given, preferably 
on alternate days. The total dose to the area of the 
affected sinus is 500r if the condition is unilateral, and 
400r if it is bilateral. Stevenson used much the same 
dosage, which seems to be quite free from risk. By 
this means Greeley and his colleagues have completely 
relieved some 60% of their patients, and have failed to 
improve only some 5%. The-relief is prompt and in most 
cases lasts several years. 


RESISTANCE TO INSECTICIDES 


THE success of synthetic insecticides in preventing 
insect-borne disease has been jeopardised by the 
emergence of insecticide-resistant strains. In September, 
1953, the World Health Organisation called a conference 
in Rome, to assess the problem and consider future 
policy, and the proceedings have now been published.14 

The position was summarised by 8. W. Simmons, of 
the U.S. Communicable Diseases Center, in these words : 

“In this document, we list 35 species of insects of public 
health importance which have been reported to be resistant. 
Among these, 26 species have been confirmed on the basis of 
experimentation and only 19 are proved disease vectors of 
importance. In view of the thousands of tons of D.D.T. and 
related insecticides which have been used jn the past several 
years, this record of resistance, while disappointing, should 
not be considered catastrophic.” 

These are curious statements, for if indeed nineteen 
important disease vectors have become resistant this is 
surely worse than “ disappointing’’; but his assertion 
does not seem to have béen established. We can trace 
published information on physiological insecticide- 
resistance only in strains of the following insects: 
(1) the housefly (including Musca domestica vicina) ; 
(2) members of the Culex pipiens complex (C. fatigans, 
(t) autogenicus); (3) salt-marsh culicines in various 
parts of North America (including Aedes sollicitans, A. 
teniorhynchus, A. dorsalis, A. nigromaculis, and Culex 
tarsalis); (4) the body-louse; and (5) the German 
cockroach. In addition quantitative field data strongly 
indicate resistance in Anopheles sacharovi, and, probably, 
the ordinary bed-bug. Even if the definite instances of 
resistance number no more than a dozen (including four 
disease vectors) the matter is serious enough. 

The term “ resistance ’’ covers several quite different 
things. The normal high resistance characteristic of some 
species is obviously different from yesistance in a strain 
of a susceptible species. Resistant strains usually result 
from the selective action of widely used insecticide. 
True physiological resistance implies the capacity to 
survive large doses of a particular poison. This may be 
due to various causes: reduced permeability of the 
cuticle, detoxication mechanisms, or other, unknown, 
factors. Tolerance to dicophane (D.D.T.) in houseflies, 
for example, may be due to at least three kinds of 
resistance. Physiological resistance may be slight (say, 
twice to ten times normal) or great (several hundred times 
normal). Only where it is great (for example, the 
resistance of strains of flies to chlorinated hydrocarbons) 
is insecticidal control definitely excluded ; slight resis- 
tance does not necessarily lead to high resistance and 
may sometimes be offset by increasing dosage. It 
seems probable that the capacity to develop resistance 
varies widely between different species and in relation 
to different insecticides. 

Selective mortality due to insecticide sometimes leads 
to the emergence of a race hypersensitive to the insecti- 
cide, which survives by avoiding the insecticide (e.g., 
Anopheles albimanus in Panama). Moreover, when a 
mosquito has both ‘‘ domestic’? and wild’’ strains 


13. Stevenson, C.,A. Radiology, 1948, 50, 207. 
14. First International Conferénce on the Control of Insect, Vectors 
f Disease, Rome. Oxford : Scientific 
1954. Pp. 396. 57s. 6d. 
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(the former frequénting houses and the latter ving away 
from man) insecticide will selectively destroy the 
domestic’ strain, while larve of the “ wild”’ types 
remain plentiful in the breeding foci. This situation has 
been suspected in regard to A. gambie@ in Mauritius and 
A. labranchie in Sicily. 

Field workers have had little success in countering 
resistance by changing to different insecticides or in 
other ways. The Rome conference showed that the 
problem is being keenly studied. 


VACCINE LYMPH AND AUREOMYCIN 


Tue annual report of the Institute for Medical Research 
of Malaya! describes the financial saving effected by 
salvaging contaminated batches of vaccine lymph. About 
a third of the vaccine lymph prepared had been rejected 
because it was contaminated with gas-forming anaerobic 
organisms. It was found that when 1 g. of aureomycin 
was added to each litre of lymph, the sterility tests laid 
down by the Therapeutic Substances Act could be com- 
plied with. Thus expenditure of $26 on aureomycin 
resulted in the saving of $24,000—the value of six 
batches of vaccine lymph contaminated with gas- 
forming anaerobes, which formerly would have been 
discarded. 

_ This procedure may not be wholly devoid of danger. 
Although the additiom of antibiotic enabled the official 
sterility requirements to be complied with, any toxin 
formed by the bacteria might remain ; and in the sterility 
tests the antibiotic might obscure the presence of micro- 
organisms which might remain alive and multiply when 
the lymph was used for vaccination. Many years ago in 
Australia economies effected by supplying diphtheria 
prophylactic in large containers were followed by 
infection and death of children who received infected 
prophylactic, and the economy was promptly abandoned. 


HYPOTHERMIA IN THE PREMATURE 


PREMATURE infants tend to have a lower body- 
temperature than full-term infants, and, broadly speaking, 
the degree of hypothermia varies directly with the 
degree of prematurity. This hypothermia is mainly due 
to immaturity of the physical mechanisms of heat 
regulation, such as shivering, vasoconstriction and vaso- 
dilatation of the skin vessels, and sweating; but 
premature infants have the additional disadvantages of 
a relatively large surface-area per unit of weight, slight 
muscular activity, and poor insulation with subcutaneous 
fat, all of which militate against maintenance of body- 
temperature. Day? has shown that the reaction to 
these unfavourable influences includes increase in the 
basal metabolic rate and in heat production ; but there 
is evidence that low temperatures are better tolerated by 
premature than by full-term infants. Grossly premature 
infants with a birth-weight of 2-3 Ib. usually have a 
fairly constant temperature of 93-96°F for two or three 
weeks ; thereafter the temperature rises, in the course 
of a few days, to 97-98°F, which is normal for full-term 
newborn infants. The care of premature infants has 
long included attempts to raise the temperature to the 
level found in mature infants ; but such measures have 
had little success. 

For some years a few experienced pediatricians, 
including Clement Smith,* have been satisfied with a 
temperature of 93-96°F in the first two weeks of life in 
grossly premature infants; and the wisdom of this 
view is now being widely recognised. Tobler,* Debré,® 
and others assert that it is unnecessary, and even harmful, 
artificially to increase the metabolic rate and thus the 


1. Annual “Roport of the Institute for Medical Research of we 
Fede a of Malaya, 1953. Kuala Lumpur. Pp. 
5s. 10 
. Day, R. Amer. J. Dis. Child. 1943, 65, 376. 
. Sm th, C. A. Physielogy of the Newborn Infant. Oxford, 1951. 
. In Moderne Probleme = Padiatrie. Basie, 1954; p. 55. 
. Sem. Hép., Paris, 1953, 29, 2462. 


Cone 


oxygen requirements of these feeble infants ; moreover, 
the vasodilatation induced by excessive heat may 
cause a shock with consequent deterioration and death. 
Joppich and Schafer * state that undue warming con- 
stitutes a greater danger than hypothermia. In a series 
of 48 premature infants they withheld artificial heat 
unless the temperature fell below 90°F. They found that 
infants of all degrees of prematurity down to 2%/, Ib. 
birth-weight maintained approximately the temperature 
found on admission to hospital. In infants weighing 
21/,—41/, lb. at birth the temperature rose to about 97°F 
in the fourth week. The amount of food taken and the 
weight course were much the same as in those treated 
by artificial heat ; but the rate of respiration was a little 
less, as would be expected with a lower metabolic rate. 
All those with a birth-weight of 4'/,—5'/, lb. attained a 
temperature of 97-98-4°F within two to four days. 
Experience with artificial hypothermia in anesthesia 
has increased our knowledge of the response to abnormally 
low temperatures ; and this knowledge has been applied 
to premature infants.?’ Experience so far with induced 
hypothermia will do little to shake the belief of clinicians 
that premature infants with exceptionally low tempera- 
tures have a poor prognosis. Apparently it is useless 
and possibly dangerous to take vigorous measures to 
raise the temperature of premature infants; but they 
should be safeguarded from chilling, especially in the 
first twenty-four hours of life when pronounced hypo- 
thermia is more harmful than it is later. A uniform 
atmospheric temperature of about 75°F, without adjuncts 
such as hot-water bottles, is probably all the heating 
that is necessary. Good nursing, attention to feeding 
technique, and prevention of infections are more likely 
to increase the survival-rate of premature infants than 
concentration on raising the body-temperature. 


BRITISH JOURNAL OF HAMATOLOGY 


SPECIALIST journals in hematology have a respectable 
history. Folia Haematologica did not survive the late 
war ; but Le Sang, published in Paris, has been appearing 
regularly for many years ; Blood, published in the U.S.A.., 
started its 10th year with the January issue ; Switzerland 
produces Acta Haematologica; and there are one or 
two other European publications. The British school 
of hematology, though active, has hitherto had no 
journal of its own : workers have published their findings 
in general journals or in specialist journals devoted 
to clinical medicine, clinical pathology, or pure pathology. 
The British Journal of Haematology, a new quarterly 
of which the first issue has now appeared,* meets a real 
need, justifying its addition to the already overloaded 
journal racks. 

The first issue ranges widely: the subjects include 
management of acute leukemia, hemophilic blood, 
yet another Rh antigen, and erythropoiesis in the 
irradiated rat. The pages are of good paper, and the 
illustrations are clear. References include the titles of 
the articles. The editorial board declares that “‘ only 
papers closely related to the author’s work should be 
referred to; exhaustive lists should be avoided.”’ 


Dr. ALBERT SCHWEITZER, the French philosopher, 


musician, and medical missionary, has been appointed ~ 


an honorary member of the Order of Merit. 


Mr. RicuHarp Fort, M.p., has been appointed to the 
Medical Research Council in the vacancy created by the 
retirement of Mr. Richard Wood, M.P. 


6. Joppich, von G., Schafer, H. Dtsch. med. Weschr. 1955, 80, 73. 

7. Lacomme, M., Laborit, H., Chalrun, J., Boreau, T., David, J. 
Bull. Fed. Soc. Gynec. Obstet. 1952, 4, 643. 

8. British Journal of Hematology, vol. i no. 1, January 1955. 
Editor: Dr. J. Dacie, a Medical School, Ducane 
Road, “London, W.12 Published Blackwell Scientific 
i. 24, ‘Broad Street, Oxford. 50s. per annum ; 
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Social and Biological Factors in Infant Mortality * 


IV. THE INDEPENDENT EFFECTS OF 
SOCIAL CLASS, REGION, THE MOTHER’S 
AGE AND HER PARITY 


J. A. Heapy 
M.A. Oxfd 
C. F. Srevens C. Daty 
M.A. Oxfd B.Sc. Glasg. 
J. N. Morris 


M.A. Glasg., M.R.C.P., D.P.H. 
OF THE SOCIAL MEDICINE RESEARCH UNIT 


In the third paper of this series * it was shown that the 
differences between the social classes in their stillbirth 
and infant-mortality rates are altered very little by 
allowing for class differences in the ages and parities of 
the mothers. A measure of independence between the 
action of the three factors—the mother’s age, her parity, 
and her social class—on the stillbirth and infant-mortality 
rates is thus suggested. The present paper shows that 
there is in fact a considerable degree of ‘‘ independence,” 
in a defined sense ; and goes further by showing that 
there is a regional factor—based on the part of the 
country in which the parents lived at the time of the 
birth—which is related to the mortality-rates and has 
an action which is ‘‘ independent ’’ of the other three 
factors. 

The sense in which the word ‘‘ independent ”’ is used in 
this context is best illustrated by considering the relation- 
ship, discussed in the second paper of this series,? between 
maternal age and parity and the stillbirth-rate. It was 
shown there that at any given parity ¢ the stillbirth- 
rate increases as the mother’s age increases. This pattern, 
it is emphasised, was evident for every parity considered 
up to the ninth. Conversely, in mothers of a given age- 
group, the rate is high for first births, falls for second 
and third births, and rises again for later births, until 
the rate for first births is approached in very late preg- 
nancies. This is true of every age-group. In the sense 
used here the mother’s age and parity are regarded as 
** independent ’’ influences on the stillbirth-rate. Each 
factor has its characteristic effect whatever the value 
of the other may be: the effect of either cannot be 
“explained away’’ by the other. This does not mean 
that the effect of age, for instance, is exactly the same 
for each parity—the stillbirth-rate appears to begin its 
rapid rise at an earlier age in first births, for example— 
but the general pattern is unaffected. The factors 
themselves are, of course, always associated in indi- 
viduals ; parity and age obviously increase together— 
mothers of four children will, on the average, be older 
than mothers of one child. But from the point of view 
of stillbirth, youth (except possibly extreme youth) is 
an advantage for mothers of four children, as it is for 
mothers bearing their first child. 


Results 


In this paper, the first step is to show that mother’s 
age and parity, each ‘*‘ independent *’ of the other, have 
similar effects in the different social classes ; conversely 
that the social-class factor acts in the same way at 


different ages and parities. Age, parity, and social 
class are thus shown to be independent, in the sense in 
which that term is used here. 

Secondly, similar relationships are shown between 
‘* region ** (or part of the country) and mother’s age and 
parity, demonstrating the independence of these three 
variables. 

As a third step, social class and region are shown to be 
independent of one another. 

Since these ‘‘independent’’ relationships apply to all 
three mortality-rates (stillbirth, neonatal, and post- 
neonatal), a different rate has been used to illustrate each 
step, though each is documented in the relevant table 
for all three rates. The post-néonatal rate is chosen to 
illustrate the first step, the neonatal the second, and the 
stillbirth rate the last. 


The Independent Action of Social Class and Mother’s Age 
and Parity 

Fig. 1 shows the variation of the post-neonatal mor- 
tality-rate with social class, the mother’s age, and the 
mother’s parity. It is based (as are all the tables and 
figures in this paper) on the single, legitimate births which 
occurred in England and Wales in 1949. For clarity, 
‘the mothers have been grouped into three broad age- 
categories, and into three categories according to their 
parity, making nine categories of age and parity. The 
usual five social classes have also been grouped into 
three by amalgamating class 1 with class u, and class Iv 
with class v. These amalgamations in terms of age, 
parity, and social class were made to bring out the main 
features of the known variation of the rates (for instance 
the fact that the stillbirth-rate for mothers of a given age 
is high for first births, falls for second and third births, 
and rises again for later births). They do not conceal 
any irregularities which affect the arguments that follow. 
They were needed also to give reasonably large numbers in 
each category of the various tables—always with the 
exception that mothers under 25 having their fourth or 
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* A series of articles reporting an inquiry made jointly by the 
Social Medicine Research Unit (Medical Research Council) 
and the General Register Office. The articles'~* were 

repared by the Unit in collaboration with the General 
Reciater Office, and have been approved for publication 
by the joint working party responsible for the inquiry. 

+ The parity of the mother is defined here as the number of 
children she has borne—surviving, dead, or stillborn— 
including the present one. 


> > 


SOCIAL CLASS 


Fig. |—Variation in post-neonatal mortality-rates according to the social 
class of the father and the mother’s age and parity. 


Single, legitimate births in England and Wales, 1949. The 
lightly shaded column indicates a rate based on fewer than 
10 deaths. 
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TABLE I—VARIATION IN STILLBIRTH AND INFANT-MORTALITY 
RATES ACCORDING TO THE SOCIAL CLASS OF THE FATHER, 
AND THE MOTHER'S AGE AND PARITY 
(Single, legitimate births in England and Wales, 1949) 


Hoonstal | 

eaths eaths 

Stillbirths * (at ages under (at ages 4 
4 weeks) weeks—1 year) 

oy — | Mother’s age | Mother’s age | Mother’s age 

So | do| So | | 88 
P 2 ais =) 

| 2 | | 
1 1 and 11 | 15-2 | 19-5| 35-5) 12-3 | 14-5) 21-0, 4:6) 4-2) 4-4 
1 17-4 | 23-0) 40-3) 15-8 | 16-8) 24-0) 9-7 5-7) 5-9 
IV and 18-9 | 27-5) 47-1) 18-7 | 17-9) 28-6) 12-7 | 10-3) 10-4 
2. 3 rand 1 | 10-8 | 10-2) 18-3) 14-0 | 10-5} 12-0) 5-8) 5-7 
Il 12-9 | 13-6) 21-2) 15-7 | 12-8) 15-0) 16-6 | 11-1) 8-1 
and V | 12-7; 16-7| 25-8] 18-9 | 14-5) 17-3) 23-7 | 15-1) 11-2 
4and | rand 1 |(23-6)| 15-4) 29-2)(32-3)| 12-8) 18-3)(24-2)| 14-2) 10-6 
over 17-9 | 18-8) 34-1) 29-4 | 16-3) 18-1) 39-9 | 20-7, 15-6 
IV and 14-7 19-1) 37-6 24-4 | 17-0) 22-7) 36-2 | 27-0) 18-7 
| 


* Per 1000 live and still births. 
t Per 1000 live births. 
wee in parentheses are concerned with fewer than 10 deaths (or 
stillbirths). 

Births for which social class, or the mother’s age, or parity, were 
not stated are excluded from the table. 


later child are unusual anywhere, and in any class (they 
constitute 0-4% of the total births). Most of the rates 
are concerned with substantial numbers of deaths, but 
those calculated from fewer than ten are indicated in the 
tables and figures. Space forbids a detailed statement of 
the numbers of births involved ; but, apart from the small 
category just mentioned, all rates are based on more than 
1000 births. 
} It can be seen in fig. 1 that, with the single exception 
of this small category, the well-known rise in the post- 
neonatal mortality-rate from social classes 1 and 11 to 
social classes Iv and v occurs within each of the nine 
categories. 

From the other point of view—whether age and parity 
act independently within each class group—the same 
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REGIONAL GROUP 
Fig. 2—Variation in neonatal mortality-rates according to the part of the 
country in which the parents lived at the time of the birth, and the 
mother’s age and parity. 
Single, legitimate births in England and Wales, 1949. The 
lightly shaded column indicates a rate 
10 deaths. 
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figure shows that the characteristic rise in the post- 
neonatal mortality-rate with increasing numbers of 
children, and the high rate among children of young 
mothers,” is present within each of the three large social 
categories used. For instance the rate for classes rv and 
v (the group with the highest rate) can be seen to increase 
with parity in each category of mother’s age (reading 
down the columns in fig. 1), and to decline with increasing 
maternal age in each parity, though less markedly for 
first births (reading across from left to right). This 
characteristic pattern appears also in social classes 1 and 
11 and in class m1. Thus essentially the same pattern of 
variation with age and parity which prevails for the 
whole country is present in each of the three class 
groups. 

It may therefore be said that social class influences 
the post-neon- 
atal mortality - 
rate in the 
same way, 
whatever the 
mother’s age 
or parity ; and 
that age and 
parity affect 
the rate in 
much the same 
way in the 
different social 
classes. Table 
1 shows that 
this is true 
also for still- 
births and 
neonatal 
deaths. Age, 
parity, and 
social class are 
therefore three 
factors, the 
action of each 
of which on 
stillbirth and infant-mortality rates can be said to be 
independent of the action of the other two. 


The Independent Action of Region and Mother's Age and 
Parity } 

Fig. 2 shows, for mothers of different ages and parities, 
how the neonatal mortality-rate varies according to the 
part of the country in which the parents lived at the 
time of the birth. As before, nine categories of mother’s 
age and parity are used. The ten “‘ standard regions ”’ of 
the country are arranged into four broad regional groups 
as shown in fig. 3. Each regional group consists of 
regions whose stillbirth and infant-mortality rates are 
similar. The neonatal mortality-rates in 1949 for the 
three regions in group A (the South-East of England), 
for instance, were all less than those for the three regions 
in group B; and so on. Wales showed the worst rate. 
This order held for stillbirths also; but the order for 
the post-neonatal mortality-rate was A, B, D, C—the 
Northern group, C, that is, had the worst rate (in which 
the well-known excess of mortality from respiratory 
infections in young children in the North-East, naturally, 
played a part).® 

It will be seen that the order A, B, C, D of the neonatal 
mortality-rate is repeated through fig. 2. There is no 
doubt about the general trend though there are minor 
exceptions; and once more there is no particular 
pattern in the special group of mothers under 25 with 
four or more children. 

Conversely, and again with only minor exceptions, the 
pattern of variation of the neonatal mortality-rate with 
the mother’s age and parity which prevails for the whole 
country can be seen in each regional group. In all four 


Fig. 3—The four “ regional groups.” 
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Fig. 4—Variation in the stillbirth-rate according to the social class of the 
father and the part of the country in which the parents lived at the 
time of the birth. 
Single, legitimate births in England and Wales, 1949. 
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parts of the country, neonatal mortality shows u-shaped 
patterns. Birth rank for birth rank, children of young 
mothers and of *‘ old ’? mothers have relatively high rates. 
Similarly, first children and fourth or later children tend 
to show high mortality-rates. There is, however, an 
exception: first children of young mothers do in fact 
have low rates. Very interestingly, in terms of the 
present thesis, table 1 shows that this exception is itself 
repeated in each of the four regional groups. 

The part of the country in which the parents live when 
the child is born appears, therefore, to influence the 
neonatal mortality-rate in much the same way whatever 
the mother’s age or parity; and, conversely, these 
biological factors have a similar effect in different parts 
of the country. 

Table 1 shows that the same generalisations hold true 
for the stillbirth and post-neonatal mortality-rates. Age, 
parity, and region, as studied, are again a trio of factors 
whose action on the stillbirth and infant-mortality rates 
seems to be largely independent. 


The Independent Action of Social Olass and Region 
Fig. 4 shows the variation of the stillbirth-rate with 
social class and region, the five social classes being 


TABLE II—VARIATION IN STILLBIRTH AND INFANT-MORTALITY 
RATES ACCORDING TO THE PART OF THE COUNTRY IN 
WHICH THE PARENTS LIVED AT THE TIME OF THE BIRTH, 
AND THE MOTHER’S AGE AND PARITY 

(Single, legitimate births in England and Wales, 1949) 


> eaths eaths 
Stillbirths ° (at ages under (at ages 4 
| | 4 weeks) weeks-—1 year) 
Mother’s | 
— ayy Mother’s age | Mother’s age | Mother’s age 
ea] Pl J Pl gal > 
a |S°|p ea a 
1 A 15-4 | 20-4) 36-3) 13-7 | 14-5, 21-4) 7-0 | 5-3) 4-6 
B 17-5 | 24-1) 42-4) 17-0 | 18-2) 23-9) 9-5 | 5-8) 6-4 
Cc 18-7 | 25-1) 41-8) 18-3 | 16-9| 27-1, 13-3. | 7-8) 9-0 
D 24-4 | 32-5) 52-1) 17-8 | 19-8) 29-6) 12-0 | 6-6) 4-9 
2, 3 A 10-6 | 11-8) 19-2) 14-3 | 11-4, 13-0) 12-0 | 7-5) 5-7 
B 13-1 | 14-0) 20-9) 17-4 | 12-1) 15-0) 17-9 | 10-4) 7-9 
Cc 13-9 | 15-6) 23-8) 17-8 | 14-6) 16-2) 24-4 | 15-4) 11-2 
D 16-2 | 15-3) 26-8) 20-8 17-5) 23-8 | 15-2] 9-8 
-4 and A 15:0 | 16-9) 31-5) 30-4 | 13-5) 18-0) 23-4 | 13-0) 10-3 
over B | 17-2) 33-7) 22-7 | 16-7| 18-8) 34-7 | 22-2) 16-9 
Cc 20-0 | 20-3) 37-6) 25-8 | 17-8) 21-4) 49-4 | 31-4) 19-5 
D (19-2) 23-6 53-9 | 22-7) 21-1 


* Per 1000 live and still births. 
t Per 1000 live births. 

Rates in parentheses are concerned with fewer than 10 deaths (or 
stillbirths). 

Births for, which the mother’s age, or parity, were not stated 
are excluded from the table. 


Regional groups consist of the following “standard regions ”’: 
A—Southern, Hastern, and London and South-East. 
B—Soutb-Western, Midland, and North Midiand. 
C—Nortbern, North Western, and East and West Ridings. 

8. 


arranged in three groups as before. It is clear that the 
established regional pattern of an increase from group A 
to group D is reproduced in each class. Wales, for 
instance, had consistently the worst record. Further- 
more, the rise in the mortality with descent in the social 
scale, from classes 1 and m to classes IV and V, is seen 
in the four groups individually. 

A glance at table m shows also that class and region 
are similarly independent in their actions on the neonatal 
and post-neonatal mortality-rates; except that post- 
neonatal rates for the regional groups are not always in 
the expected order, with the North showing up worst. 
The two factors of region and social class can therefore 
be regarded as independent influences on the stillbirth 
and infant-mortality rates. 


‘*Vulnerable Groups ”’ 


In the second paper of the present series, three “‘ vul- 
nerable groups ”’ with particularly high mortality-rates 


TABLE III-—VARIATION OF STILLBIRTH AND INFANT-MORTALITY 
RATES ACCORDING TO THE SOCIAL CLASS OF THE FATHER, 
AND THE PART OF THE COUNTRY IN WHICH THE PARENTS 
LIVED AT THE TIME OF THE BIRTH 


(Single, legitimate births in England and Wales, 1949) 


! 
| Neonatal Post-neonatal 
Stillbirths * | deathst (at ages*| deaths ft (at ages 
| under 4 weeks) 4 weeks—1 year) 
Regional 
group ¢ Social class | Social class Social class 
rand Iv | I and IV I and Iv 
| landv|-m | ™ jandv| and v 
A | 16-9| 18-9] 20-7 | 12-6/ 14-4| 15-5 | 5-0 | 7:3] 97 
B 19-8’) 21-0/| 23-3 14-9 16-0) 18-9 5-6 14-1 
Cc 20-4) 25-6 14-2; 17-1) 20-9 6-9 13-6| 20-8 
D 25-2| 25-6) 30-8 15;0| 19-7} 21-0 71 13-6) 18-9 


* Per 1000 live and still births. 
1000 live births. 
For definitions of manne) groups see table 1. 
ope for which social class was not stated are excluded from the 


were identified, in terms of the biological factors of 
mother’s age and parity. These groups were, (i) mothers 
aged 35 or over having their first babies; (ii) mothers 
aged 40 or over, of any parity ; and (iii) young mothers 
with large families for their age (under 20 with two or 
more children, under 25 with three or more). The first 
two groups have high rates of stillbirth; children of 
mothers in the third group havé high post-neonatal 
mortality-rates. Table 1v shows that these groups have 
an unfavourable experience in all classes and regions 
considered. It is interesting, thus, in the light of the 
foregoing discussion, that the social-class factor operates 
independently even at the high levels of mortality set 
by the biological disadvantages, there being a clear trend 
in the death-rates from classes 1 and 1 to Iv and v. The 
regional factor, also, is seen to be effective at these levels, 
with the North (C) once agaim showing up badly in the 
post-neonatal period. 
Comment 

Strictly speaking, it has not been demonstrated that 
any one of the four factors exerts its characteristic effect 
when all the other three are held constant. If the factors 
are thought of as.1, 2, 3, and 4, factor 1 (mother’s age, 
for instance) has been shown to exert its influence when 
2 (mother’s parity) and 3 (social class) are held constant ; 
but it has not been shown that it does so when 2, 3, and 4 
are all held constant... This is for lack of the necessary 
data—a lack which will-be remedied in the analysis for 
1950. It is felt, however, that enough has been shown to 
make it highly likely that the action of each of the four 
is largely independent of the action of the other three. 

As mentioned earlier, this independence must not. be 
confused with -the, fact that these influences on the 
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TABLE Iv—‘‘ VULNERABLE GROUPS’: THE VARIATION OF 
THE §TILLBIRTH AND INFANT-MORTALITY RATES WITH THE 
SOCIAL CLASS OF THE FATHER, AND THE PART OF THE 
COUNTRY IN WHICH THE PARENTS LIVED AT THE TIME 
OF THE BIRTH, IN THREE ‘‘ VULNERABLE GROUPS ” 


(Single, legitimate births in England and Wales, 1949) 


Post-neonatal 
Stillbirths * deaths + 
Social class | | 
and regional | 7, In D FOURS | In 
primi-| In all seq | Mothers 
group pare mothers | with large 
| yo | ages and | | ages and 
| parities | age t parities 
Socialclasses| 
| 42-7 9-0 5-8 
49-2 | 48:8 | |, 25-8 10-6 
Iv and v 54-2 53-1 39 | 15-6 
Regional | 
groups § | j 
A 43-5 45-6 18:9 | 18-4 | 7-4 
B 51-7 47-4 21-4 | 24-9 10-9 
Cc 53-3 52-7 23-4 39-7 15-0 
D 60-4 27-0 36°8 14-0 


* Per 1000 live and still births. 

+ Per 1000 live births. 

t Defined here as those aged 16-19 having second or later births, 
and those aged 20-24 having third or later births. 

§ For definitions of regional groups see table 1. 


mortality-rates are always associated in the same indi- 
vidual. The “‘ standardisation ’’ discussed in the preceding 
paper deals with the fact that, for instance, 
age at childbirth, low parity, and social class 1 are often 
associated in the same individual—that is, in statistical 
terms, there is a correlation between these attributes in 
individuals. The present paper shows more fully that age, 
parity, and social class make their separate contributions 
_to the mortality-rates—that is, their “‘ action ’’ is inde- 
‘pendent in spite of this correlation. As was stressed in 
an earlier paper,’ the differences in the effects of maternal 
age and parity on stillbirths, compared with their effect 
on deaths from infection in the post-neonatal period, for 
instance, are related to the well-known differences in the 
immediate causes of death at these periods. Though age 
and parity may be considered “ biological ’’’ factors, 
their action in the post-neonatal period is probably 
through what may be called social etiology—increased 
opportunity for infection in large (and maybe over- 
crowded) families ; the economic consequences of having 
a large number of children; the difficulties of the 
young mother in coping with a large family; and so 
on.! 2478 

The fact that class, age, and parity are independent 
factors means more than that class differences cannot be 
accounted for in terms of the mother’s age and parity. 
The converse is also true: we cannot account for the 
variation of mortality-rates with age and parity in 
terms of class differences. In particular we cannot explain 
away the decrease of the post-neonatal mortality-rate 
with the increasing mother’s age, and its increase with 
higher parity, by saying that young mothers with large 
families are commonest amongst social classes rv and v, 
and that it is therefore to be expected that children of 
such mothers should have a high death-rate. The trend 
of the post-neonatal rate with maternal age and parity 
is apparent in social classes 1 and 1, and in 1, as well as 
in Iv and v. 

The presence of a geographical trend which cannot be 
explained away either by saying that there are relatively 
more mothers in social classes rv and V in the North (and 
in Wales), or that they have larger families there, is also 
interesting—especially in so small and (compared with 
many others) so homogeneous a country as our own. There 
have been many studies of regional differences in infant 
mortality, * and we know that these high mortality- 
rates in the North and in Wales have been present for a 


long time. Social-class comparisons between regions are 
difficult. The occupations of the fathers in the different 
regions may be so different that comparison of social 
classes may be invalidated. Social class tv in East 
Anglia, for instance, will include many agricultural 
workers whose wives and children have low stillbirth and 
infant-mortality rates; the same class in Durham will 
include many miners with high rates. However, social 
classes I and 1 probably mean much the same in different 
parts of the country. It is interesting, therefore, that 
not only do social classes 1 and 1 in Wales register a 
higher stillbirth-rate (25-2 in 1949) than classes I and 1 
elsewhere, but they register a higher rate than class v in 
South-East England (21-4). In any event, the indepen- 
dence demonstrated is sufficient to encourage further 
inquiry along at least two lines other than those so far 
considered—namely, (1) the effects of climate, an@ (2) 
local and administrative differences in the application of 
medical knowledge. 

The independence which is discussed here for all four 
factors is, of course, by no means absolute. There is still 
room for considerable “‘ interaction ’’ in the sense of the 
effects of two factors reinforcing or opposing each other ; 
and, no doubt, statistical tests will show that such inter- 
actions are “‘ significant ’’—that is, they are not likely to 
be mere chance effects. One example of this, mentioned 
later, but not discussed at the time for the sake of clarity, 
is that the effects of age and parity on the neonatal 
mortality-rate cannot be regarded as strictly independent 
even within the broad definition used in this paper. First 
children of mothers over 25 years of age have a high rate 
compared with second and third children of such mothers, 
but this is not true for mothers under 25. This, however, 
as already explained, does not affect the independence 
of action of the pair of factors, age and parity, in the 
different classes and regions. Again, it may well be true 
that social-class differences are greater in certain cireum- 
stances than in others. The stillbirth-rate seems less 
sensitive to class differences amongst young mothers 
having their second and third babies than amongst older 
mothers in the same situation (table 1). Possibly the 
effects of age and parity, though similar in direction, are 
different in degree at different social levels, or in different 
parts of the country. However, such effects are much 
more subtle (and some of them require larger numbers 
to show with certainty) than the degree of independence 
which has been demonstrated ; and they do not explain 
away the characteristic action of the separate factors. 

From the point of view of further reduction of rates 
which are at a very low level and (except possibly the 
stillbirth-rate) are still falling, the present finding con- 
forms with the view that, in modern England and Wales 
at any rate, further progress may still be possible along 
several lines. A combination of physiological and socio- 
logical research may tell us how and why mother’s age 
and parity have their different effects on infant deaths at 
different ages; social, administrative, and climatic 
research has much yet to explain of the social and 
geographical differentials. 


Summary 


Four factors—the mother’s age and parity, her social 
class, and the region (or part of the country) in which the 
parents lived—are shown to exert largely ‘‘ independent ”’ 
influences on the stillbirth, neonatal, and post-neonatal 
mortality-rates amongst single, legitimate births in 
England and Wales in 1949. The word “independent ”’ is 
used in a defined sense—each factor exerts its own charae- 
teristic effect whatever the values of the other factors. 


We are grateful to the staff.of the General Register Office 
for professional, technical, and computing help ; to colleagues 
for criticism and advice; and to the staff of the Social 
Medicine Research Unit for clerical and computing work. 
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Special Articles 


YOUNG PEOPLE 


Most children do not get into the hands of the police ; 
but the proportion who pass through a phase of delin- 
quency is far greater than official figures suggest. Two 
new books dealing with adolescents—Pearl Jephcott’s 
Some Young People! and John Barron Mays’s Growing 
Up in the City *—consider the influences to which young 
people are nowadays exposed, including the somewhat 
faint impact of our youth services. 


EIGHTY BOYS 


Mr. Mays, warden of the Liverpool University Settle- 
ment, gives the results of a study he began in 1950 
of juvenile delinquency in the tightly packed heart of 
that crowded seaport. As a social worker, he was at 
first startled to find that some of the most active, friendly, 
and coéperative of his club boys had been in court or on 
probation ; and he set about gaining the confidence, 
not of these boys only, but of others who had never been 
apprehended, in order to find out how common among 
them were breaches of the peace and what attitude they 
themselves had to such adventures. He found that of the 
80 boys included in the study a very large proportion had 
taken part, at some time during childhood or adolescence, 
in illegal practices—‘‘ lorry-skipping,’’ petty pilfering, and 
shop-lifting for the most part, though breaking, entering, 
and thieving were not at all uncommon. The peak age 
for such delinquent behaviour was 13; by 14 most 
of the boys were beginning to grow out of it. Those who 
became adult criminals were very few, and were, he 
found, usually emotionally insecure, and often of less 
than average intelligence. Indeed, he finds it useful to 
distinguish between “ delinquents’’ and “ criminals ”’ 
(though he thinks the two types overlap) : 

“Where severe emotional disorder is allied to an environ- 
ment which prompts illegal activity the child will develop 
into the ‘criminal’; and where the degree of emotional 
disturbance is very slight and the environment is particularly 
conducive to illegal behaviour the child will more likely 
become the ‘ delinquent.’ ” 


As an environment conducive to illegal behaviour the 
docksides of Liverpool must rank high. He describes its 
many worlds—the passionately Roman Catholic Irish 
population ; the indigenous Protestants, nowadays more 
tepid in their faith and hence more tolerant than formerly 
of processions on St. Patrick’s day (though still apt to 
celebrate Orange day with a counter-demonstration) ; 
the coloured population; the dubious clubs and the 
brothels ; the drug traffic ; and the cramped and cramping 
congestion of the tenements and mean alleys. The city 
housing committee are steadily demolishing unsafe, 
insanitary property and rehousing families, either in new 
housing estates on the outskirts of the city, or in new 
blocks of flats; but, promising as this sounds, they are, 
Mays thinks, laying up fresh trouble for the future. So 
precious is land that the blocks going up are large and 


1. London: Allen & Unwin. 1954. Pp. 168. 12s. 6d. 
2. Liverpool University Press. 1954. Pp. 216. 17s. 6d. 
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high, and provisions in or round them for communal 
activities have been deliberately ruled out. Playgrounds, 
of course, are exceedingly few ; and though all the boys 
of the neighbourhood are madly keen on football, and 
often get up teams in their own streets, they have to 
practise in the streets themselves, and inter-street matches 
have to be played on waste land, on bombed sites, or in 
car-parks. 

The growing boys are thus cooped in narrow sur- 
roundings which give them no scope for adventure and 
little for violent physical exertion. At 11, 12, and 13 
they are at the height of that gregarious phase of develop- 
ment when the mood and opinion of contemporaries seems 
the only reality worthy of attention. It is the age for 
gang life, and gangs, as Mays points out, need not 
necessarily engage in nefarious activities: a street 
football team is one form of gang activity; and such 
teams are often well organised by the boys themselves. 

Nevertheless of the 80 boys interviewed, 30 had been 
convicted on one or more occasions, and 4 were con- 
victed after the interview. They had collectively been 
guilty of larceny, breaking and entering, wilful damage to 
property, receiving stolen goods, and railway offences. 
A further 22 boys admitted to delinquencies for which 
they had never been brought into court. It is hard in 
these circumstances to believe that the remaining 24 
had perfectly clean hands; and indeed 11 of them 
admitted to lorry-skipping—which generally means, in 
their society, tasting the cargo of fruit, nuts, or sugar 
which such lorries are bringing up from the docks, and 
perhaps pilfering some for sale later. If these 13 are 
added, the confessed delinquents in this group of 80 
total 69; and the remaining 11 are more likely to have 
been reticent than entirely law-abiding. 

Their leisure interests were singularly stereotyped : 
football was the usual Saturday afternoon activity, 
followed by a visit to the pictures; on Sundays they 
lay abed till noon, played football after dinner, and in 
the evening got up a game of darts or went to the cinema 
again. They lived, in fact, very bering lives; and 
delinquents, it has been observed, are above the average 
in their zest for exciting recreation and dangerous play. 
“Taking part in criminal acts, as one boy put it, 
made you ‘sweat,’ but this very sensation of almost 
physical excitement was a source of pleasure and 
therefore an incentive in its own right.”” Adventure and 
freedom, another lad said, were what he and his friends 
wanted most. Daring physical feats enable a boy to 
prove himself to himself, as well 4s to his friends: in 
most normal children, Mays says, there seems to be a 
real need “‘ to experience, express, and thereby master 
fear.’’ Well for us that it should be so: it is an urge 
which won for us the Battle of Britain. No lawful activity 
open to these boys provided risk and excitement of the 
degree they needed. They had not even enough playing- 
space to work off their abundant physical energy. More- 
over they live in a society which looks leniently on 
delinquency: they do not fail into great disgrace for 
committing minor crimes, and if they are caught in a 
major crime their parents and associates are more likely 
to think them unlucky than wicked. It is interesting that 
religious teaching seems to have had little effect on their 
behaviour. About half of the 80 were strict Roman 
Catholics, and the other half, though labelled Protestants, 
had on the whole little to do with religion once they had 
given up Sunday school. The code of their neighbours, 
in fact, outweighed the precepts of the Churches; and 
religion, even among those who practised it, was a thing 
apart from everyday affairs and not a way of life. 

Most of them, as they matured, came to conform to the 
minimum demands of the law, and one sign of this 
maturation was that they began to realise the con- 
sequences of their actions to those they injured, to 
themselves, and to their parents and family. Those who 
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were seriously emotionally disturbed, however, seemed 
incapable of this normal maturation : they needed more 
extensive treatment than punishment or disapproval, 
and for want of it became trapped in a criminal pattern. 
The part the youth services played in the lives of 
these boys was evidently not great, or at all events not 
crucial in altering their behaviour. The hard-working 
youth leaders, using poor, ill-equipped, and unattractive 
rooms and drill-halls, have all they can do to keep their 
clubs going and the bovs interested. The possible span 
of club life is four years, and the 80 boys interviewed had 
on an average belonged for two. There is seldom any 
link between the club and the family, and seldom much 
family encouragement to a boy to belong to a club. 


THE CLUBS 


These 80 boys had actually belonged to clubs, however. 
Miss Jephcott and her research team, in trying to find 
out what proportion of boys and girls actually join 
clubs, interviewed 989 young people, aged 14-17, living 
in two districts of central London, one district of Notting- 
ham, and four villages—three in Oxfordshire and one in 
Buckinghamshire. Only 1 in 3 of this whole sample of 
young people belonged to youth organisations. In 
London about 3, and in Nottingham about 2, boys 
belonged for every girl. Those who failed to join included 
some with a special hobby, some who despised the 
juvenility of the programmes, some of both sexes who 
were courting, most of those attending grammar schools, 
and the more able of the modern-school children, as well 
as the dullards, those with poor health, and those who 
came from below-average homes. 

Girls used the clubs less than boys, and for a good 
reason. They were changing rapidly from girls to women, 
and long before they reached 17 were working and planning 
for marriage, the next step in a successful career. Clubs, 
joffering only the society of contemporary or younger 
girls and boys, and a programme of games and activities 
which had no bearing on their main preoccupation, had 
no possible interest for them. They needed opportunities 
to meet socially young men older than themselves— 
something which would compare with the ‘ London 
season ’’ offered to girls of another class. There is a good 
case, as Miss Jephcott mentions, for providing mixed 
clubs for girls over 16 and older youths—clubs which 
might arrange tennis and skating parties, cycle runs, 
dances, picnics, and the like. Girls, however, are less 
often delinquent than boys, and it is hardly likely that 
clubs of this kind will be regarded as a pressing need just 
yet. Besides, these girls manage to make their own 
arrangements for meeting youths and marrying them— 
even though these entail ‘ picking up a fellow at the 
corner,’ and doing most of their courting in the cinema. 

Both Mays and Miss Jepheott agree that the poor 
standard of decoration and the lack of equipment in 
many clubs damns them in the eyes of a generation 
which, rightly or wrongly, prizes the up to date. Mays 
points out another weakness—the common failure of the 
clubs to make any contact with the family as a whole. 
Both, however, pay great tribute to the work that is 
done by youth leaders, often under very great difficulties. 
They would be helped, Miss Jephcott thinks, if we would 
decide whether the business of youth organisations 
should be primarily to give further education, or to help 
young people to take part in group relations. Should 
they merely keep children out of mischief, or should they 
fit him for the adult world ? And should they be adapted 
to the average child, the under-privileged child, or the 
wild adventurous unmanageable child ? Ethical training, 
which has always been a concern of youth leaders, now 
presents new difficulties: for it is no longer possible to 
build on a religious grounding given at home or in church. 
Should the club ignore religion, or attempt a‘ religious 
programme which may antagonise not only some 


denominations but some of its members too? Probably 
these are not alternatives: ‘probably all things are 
needful. If we are to offer them we must have not only 
better, but more, and more varied, youth organisations. 


NEEDS 


Mays suggests that—in addition to youth leaders— 
clergy, school-teachers, probation officers, and police 
should get to know both the child and his home and 
family. He writes with keen interest of the scheme 
started about three years ago by the Liverpool police : 
they appointed juvenile liaison officers’? who keep in 
touch with children cautioned by the police, introduce 
them to youth clubs and encourage them to attend, get 
to know the parents and school-teachers, and talk over 
the children’s future with them. He would like to see 
these police officers admitted to the classrooms to talk 
objectively to the children about crime and good citizen- 
ship—about the cost of crime to the community and the 
distress it causes not only to the delinquents but to their 
families. He believes, too, that the schools should be 
taking a leading part in preventing juvenile delinquency, 
by means of parent-teacher associations, and by more 
emphasis on character training and social service. But— 
as he points out repeatedly—-what we need above all is 
to establish a society with good principles ; for a child 
can grow into a habit of good social behaviour as easily 
as into a habit of delinquency. To do this we may have to 
begin with material things—by giving breathing-space 
and community centres to slum populations, and playing- 
space to children. Mr. Duncan Sandys, Minister of 
Housing and Local Goverment, announced at Birmingham 
recently that the Ministry’s aim is ‘‘ to break the back of 
slums within ten years.’’ This is good news for the 
generation now getting themselves born. ~ 


Public Health 


THE FUTURE OF CHILD-WELFARE CENTRES 


A TIMELY memorandum by the maternity and child- 
welfare group of the Society of Medical Officers of Health 
sets out ‘“‘ to examine the needs of the mother and child 
of today, to indicate the part played by the child welfare 
centre in meeting these needs and to consider any 
necessary modification or extension of the traditional 
welfare centre pattern.’’} 

In enumerating the aspects of child health to which 
special attention should now be given the group give 
first place to preventive psychiatry. Much of the great 
volume of mental ill health arises from psychic trauma 
in the earliest years of childhood, yet treatment of early 
maladjustments and emotional difficulties is often 
delayed until the child reaches school age. More could 
be done to detect and prevent these disorders by those 
who work in the clinies for children aged 2 to 5 years; 
practical help and guidance should be given to’ young 
parents; and doctors and health visitors should have 
greater opportunities—if possible through case work with 
a psychiatrist—for learning something of the «xtiology 
and interpretation of emotional disturbances. 


Since respiratory disease has become the chief hazard of 
infancy after the neonatal period, its prevention should be 
a matter of great urgency. The importance of fresh air and 
good ventilation, the proper use of handkerchiefs, and the 
avoidance of crowded cinemas, shops, and buses are simple 
principles which the centres should endeavour constantly to 
instil. Similarly, they should be responsible for making parents 
fully aware of the continued need for early prophylaxis 
against smallpox and diphtheria, as well as (in appropriate 
cases) of the value of tuberculin testing and whooping- 
cough immunisation. 

_ As regards the-prevention of accidents (now the greatest 
single cause of death in children aged 1 to 3) the memorandum 


1. See Publ. Hlth, Lond. 1955, 68, 51. 
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urges that every mmember of the child-welfare team should 
strive to bring home to parents the need to reduce risks. 
Personal instruction should be supplemented with group 
teaching, and the fullest use made of cinema films, posters, 
and other visual aids. The aim should be to create a much 
greater awareness of the common causes of accidents, and of 
how, without unduly restricting or frustrating the child, 
they may be prevented. 

Until recently few children had regular medical super- 
vision between infancy and school age, and the frequency 
with which unrecognised defects were found in school entrants 
reflected unfavourably on the child-welfare service. Thorough 
and repeated examinations are particularly necessary (the 
group point out) for ‘under-privileged” children—the 
premature, the illegitimate, and those from ‘“ problem” 
families. Mothers of such children must be given every 
encouragement to attend the clinics, which should be the 
centre for all the medicosocial work involved. 

The first visit to the centre should be made when the child 
is some 6 weeks old, and on this occasion he should have a 
thorough medical examination. Thereafter he should be 
examined at the age of 6 months, 1 year, and 18 months, and 
subsequently at about the time of each birthday. Each 
consultation should allow ample time for discussion with the 
mother of the manifold problems, large and small, of early 
childhood. 


' To spread knowledge of child health, the group would 
like to see planning committees set up in health depart- 
ments, including not only representatives from the centres 


but also the doctors responsible for the specialist services 
in the area, as well as general practitioners, nurses, and 
midwives. Indeed, in every aspect of child health there 
should be more coéperation between the people working 
in the centres and those with incidental experience of 
the problems of childhood. ‘‘ The health department 
needs the knowledge that the (family) doctor will have 
of the health of his group of children and he for his 
part will find increasing value in making use of a team 
of medico-social workers and in having behind him the 
resources of the health department.”’ 

Reviewing the organisation of the centre, the memo- 
randum points out that the task of distributing welfare 
foods should not take precedence over more important 
responsibilities, nor absorb the time of trained personnel. 
If possible there should be enough ancillaries—clinic 
nurses, clerks, attendants, and voluntary workers— 
to undertake most of the less specialised duties. Finally, 
all clinic doctors should have special training in child 
health, in preventive medicine, and preferably in the 
methods of medicosocial research ; and all nurses under- 
taking advisory work in the clinics should hold the 
health visitor’s certificate. Such a staff, the group 
conclude, will enable the child-welfare centre to continue 
as ‘the principal focus of the preventive medical and 
educational work that is unremittingly needed to raise 
the standard of the health of young children.” 


Parliament 


Horror Comics 


In the House of Commons on Feb. 22, Major GwiLyM 
LLoyD GEORGE, the Home Secretary, moved the second 
reading of the Children and Young Persons (Harmful 
Publications) Bill.t The publicity given to horror comics 
last autumn had for the time being curtailed their 
publication, but it was difficult for parents and teachers 
to be sure that children did not. get hold of these comics 
without their knowledge, and the Government felt it 
necessary to ask the House to pass a Bill. It had been 
considered whether these publications could be pre- 
vented by proceedings under the law on obscene 
publications. But it appeared that as a result of judicial 
decisions ‘‘ obscene’? had come to be regarded as being 
restricted to matter relating to sex. It was unlikely 
that publications which dealt with horror or violence 
could be the subject of successful prosecution under 
the existing law. 

Turning to the new Bill he said that it defined the 
publications to which it applied in narrow terms. The 
publication must be a book or magazine which consisted 
wholly or mainly of stories told in pictures. The stories 
must portray the commission of crimes or acts of violence 
or cruelty, or incidents of a horrible or repulsive nature. 
Lastly, the stories must be so portrayed that the work 
as a whole would tend to corrupt a child or young person. 
The scope of the Bill was so limited that the Government 
believed that it carried no. threat to the liberty of 
publishers, printers, librarians, or booksellers. . It was, 
in any case, consistent with the long-established principle 
that it was the responsibility of Parliament, where 
necessary, to make special provision for the protection 
of children and young people. 

Sir FRANK SOSKICE said that the Opposition supported 
the Government in this measure. We should lose a great 
deal if we unduly lifted responsibility from the shoulders 
of parents and teachers, but these publications would be 
read, not in happy home surroundings, but secretly, 
often by emotionally unhappy or mentally retarded 
children. Sir HuGu LinsTeap, on the other hand, 
believed that the House was being carried forward by 
a current of public opinion to seek to do something by 
Act of Parliament which an Act of Parliament could not 
achieve. As a result of publicity, except for a small 
shop or two, it was now virtually impossible to buy 
horror comics. In ‘a robust political community that 
was surely the way to deal with matters of this kind. 


1. See Lancet, Feb. 19, 1955, p. 412. 


Mr. RonALD BELL thought the Bill’s main defect was 
that it applied only where the book, magazine, or other 
work, consisted wholly or largely of pictures. Any 
publisher of horror comics who seriously wanted to. get 
round that could do so The intention to filter the 
mental experiences of children was dangerous. If 
children were to be protected in their youth from 
questionable influences, what kind of citizens would they 
be when they grew up without being taught to see things 
of which they disapproved ? The only way in which 
a child could obtain strength and maturity of judgment 
was by being given an opportunity for judging between 
good and evil. Mr. GkorGE THoMAs took the view that 
this Bill aimed at protecting not so much children .as 
adolescents, such as the young Serviceman who could 
hardly read. Sir Davin Ecc xs, Minister of Education, 
said that he had already asked school insfectors to see 
that there was an adequate supply of books not only in 
classrooms but also in libraries. He held that one of,the 
best ways of killing the comics was to provide a decent 
alternative. 

Mr. SOMERVILLE HastinGcs, who for the past six 
years has been chairman of a large remand home for 
boys, said that as far as he could*see, all children, and 
particularly delinquent children, loved comics. Horror 
comics appealed to the primitive emotions of hate, 
revenge, and killing. One objection to these publications 


‘was that they tended to blunt the finer feelings. Another 


was that they were terribly frightening to children. 
There were terrible things in life which everyone had 
to face sooner or later, but he felt that children ought 
not to face them too soon. 

Mr. W. R. MILLIGAN, the Lord Advocate, agreed that 
the position had improved lately. But, apart from the 
influence of parents and education authorities, the 
improvement was largely due to the public warnings 
given that legislation was to be introduced. If legisla- 
tion were not proceeded with, he was sure that there would 
be a resurgence of this literature. It was to be hoped that 
the mere existence of an Act of Parliament would serve 
as a warning and that there would not be many legal 


proceedings. 
QUESTION TIME 
Protection of Workers from Ionising Radiations 

Replying to a question Mr. HaroLp WATKINSON said that 
the precautions taken at factories to protect workers from 
ionising radiations were carefully watched by H.M. inspec- 
torate of factories which was notified by the Atomic Energy 
Authority of all consignments of radioisotopes supplied by 
them to factories. The chief inspector had also issued an 
advisory booklet on precautions in the use of ionising radiations 
in industry. He was at present considering, in consultation 
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with the chief inspector, whether in addition to the general 
requirements of the Factories Acts, more detailed special 
regulations would be desirable for factories using ionising 
radiations. In all such matters he had the benefit of the 
expert advice of a radiological advisory panel, of the statutory 
advisory committee appointed under the Radioactive Sub- 
stances Act, 1948, and of the Atomic Energy Authority itself. 
As regards the projected atomic power stations, he was in 
consultation with the Minister of Fuel and Power regarding 
the measures that would be necessary for the protection of the 
health of the workers. 


Cadmium Poisoning 


Mr. Haroip WILSoNn asked the Minister of Labour how many 
visits were made by H.M. inspectors of factories to copper 
refineries in Prescot, Lancashire, to inspect the effects of 
cadmium fumes on the health of the workers, from 1946 to 
November, 1952, and since the latter date, respectively.— 
Mr. WaATKINSON replied: Detailed records are not available 
before 1949. Between 1949 and 1952, seven visits were made 
by H.M. inspectors of factories to the copper refinery in 
Prescot. Between 1953 and the present date, visits have 
numbered seventeen. 

Mr. Witson: Is it not a fact that the Ministry did 
nothing to counter the effects of cadmium poisoning, which 
has killed quite a number of my constituents, until 
this matter was raised at the end of 1953 ?—Mr. WaTKINSON : 
No. That is not so at all. We have been watching this 
matter for a considerable time. I do not accept the 
figures about the number of people who have been killed. 
We have not had reported to us any deaths from cadmium 

isoning. Any such déath occurring at premises under the 

actories Acts would be notifiable as an accident in accordance 
with those Acts and satisfactory machinery exists for such 
notification. The question of ill effects from long-continued 
exposure to small amounts of cadmium is being carefully 
studied in the light of the recent report prepared by a member 
of the staff of the Medical Research Council and other available 
evidence, both positive and negative. Mr. Wison: Is the 
Minister not aware that the reason for which some of these 
deaths was not reported to the Ministry was that this disease 
js not generally known about in this country? I have 
obtained 6 death certificates from registrars showing cadmium 
poisoning to be the cause of death and these have not been 
notified to the Ministry. Further, is the Minister aware that a 
post mortem done on the body of a constituent of mine showed 
that it was heavily filled with cadmium as a result of employ- 
ment at this factory ?—Mr. Watkinson: If the right hon. 
gentleman would let me have that evidence I will undertake that 
it will be considered when we look into Dr. Bonnell’s report. We 
have only had it about a fortnight but it is being given urgent 
attention and I hope that we shall be able to make some 
pro; 

Civilian Doctors in the R.A.F. 

Replying to questions Mr. G. R. Warp, under-secretary of 
State for Air, said that 114 civilian general medical practi- 
tioners were employed on part-time medical work by the 
Royal Air Force. Remuneration varied according to the 
size of the station and the nature of the duties, which ranged 
from the medical care of a small station to the weekly inspec- 
tion of canteens and workshops. All rates were agreed with 
the British Medical Association. 27 civilian doctors were 
employed on full-time medical work by the R.A.F. Their 
duties included routine medical examinations, diagnoses and 
treatment which did not necessitate admission to hospital, 
emergency attendance, and inoculations. The salary was 
£1500, plus a Civil Service pay supplement of £35. It was 
reduced somewhat if a doctor was below the age of thirty-five. 
34 part-time civilian consultants and specialists were employed 
in the medical branch of the R.A.F. 6 received honoraria 
ranging from £360 to £750 a year. Fees of the remainder were 
from 2-7 guineas for each consultation and 2'/,-4 guineas for 
each session as member of a medical board. 


Clinical Experiments 
Mr. Peter FreeMAN asked the Secretary of State for 
Scotland whether his attention had been called to experi- 
ments on 600 children, mostly orphans, conducted during the 
last three years at Bridge of Weir, near Glasgow, for test- 
ing @ new vaccine against tuberculosis; and in how many 
cases permission was obtained from parents or guardians.— 
Commander J. D. GaLBraitaH: Consent was given in every 
ease either by the management of the homes, acting in loco 
parentis for children in their care, or by the parents where 

these were resident members of the staff. 


Dispensing Equivalents 


Replying to a question, Miss Patricia Hornspy-Smitu, 
parliamentary secretary to the Ministry of Health, said that the 
Minister had noted that exactly similar preparations of some 
drugs, particularly penicillin, were manufactured by different 
chemical firms and stocked by dispensing chemists and that 
these preparations had different names. He would not feel 
justified, however, in authorising chemists to dispense prepara- 
tions other than those prescribed. The matter was primarily 
one for the prescriber. 

Dr. Barnett Stross: Is the hon. Lady aware that there 
are four or five oral and stable suspensions of penicillin, 
which are exactly alike and certainly identical in their thera- 
peutic effects ? This may mean that a child with pneumonia 
cannot get anything to help it for a day or night when a 
similar preparation is available——-Miss : 
Under the present code of the chemists it would be unethical 
for a chemist to transpose one preparation for another that 
was ordered by the medical practitioner. But there is no 
reason why the chemist could not telephone the doctor and 
ask whether he would agree to change to the comparable 
preparation. Dr. Stross: Would the Minister make repre- 
sentations to the appropriate subcommittee of the British 
Medical Association to give this matter full consideration ?— 
Miss Hornsspy-Smitx: The National Health Service Acts 
do not authorise a chemist to substitute another preparation 
for one which is ordered and I do not think that generally 
the Minister could advise such a procedure. 


Merit Awards 


Mr. Beresrorp Crappock asked the Minister of Health why 
the identity of doctors granted merit awards from public 
funds was not published.—Mr. [atn Macteop replied: In my 
view publication of names would not be in the best interests 
of the National Health Service. 

Mr. Crappock: As the grants are paid from public funds, 
what possible objection is there to publishing the names of 
the recipients : objection surely is 
that if it were known which consultants got class A, class B, 
or class C awards, patients might think that, according to 
which consultant was looking after them, they were getting 
different forms of treatment. That would not be the case, 
because other factors than clinical ability are taken into 
account. That view, I think, has always been held by my 
predecessors, and I believe it to be right. 


Medical Man-power 


Mr. James Jonnson asked the Minister whether, in view 
of the growing numbers of unemployed among British doctors, 
he would consult with the Secretary of State for the Colonies 
regarding their being engaged in the service of colonial 
governments.—Mr. Macrieop replied: The Secretary of 
State for the Colonies and I already consult as necessary on 
the needs of the colonial governments for medical staff, and 
vacancies are, of course, publicly advertised in all appropriate 
cases. Mr. Jonnson: Is the Minister aware that there are 
200 applications for each vacant job today in the United 
Kingdom ? Further, there are some 61,000 people per doctor 
in Nigeria and things are worse in the Cameroons, where there 
is 1 doctor for every 71,000 of the population. Would the 
Minister ginger up matters and set up a working party to 
investigate the question of seconding doctors to the Colonies, 
particularly to West Africa ?—-Mr. Maciteop: All posts are 
advertised and any doctor can apply. It is not within my 
competence—and I hope that the hon. Member does not 
seek to imply it—to direct doctors to go to any particular 
area. 


Salaries of Hospital Medical Staff 


Mr. H. W. Bowven asked the Minister what steps he had 
taken to satisfy himself that the present salary scales were 
sufficiently attractive to encourage young doctors to enter 
hospital service rather than general practice.—Mr. MacLzop 
replied : The salaries of hospital medical staff are a matter 
for the Medical Whitley Council in the first instance; but 
I know that the need to keep a proper balance in recruitment 
was an important factor in the agreement on increased salaries 


reached by the council a year ago. Mr. Bowpren: Is the 


Minister aware of the difficulties experienced by many hos- 
pitals in the provinces in obtaining and recruiting junior 
medical staff ?—Mr. Mactgeop: Indeed I am. It would be a 
mistake, however, to link those difficulties entirely with 
problems of pay. 


In many cases they arise because the 
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pay is concerned the agreement last year did a good deal to 
restore the balance which was upset by the Danckwerts award. 
Mr. J. W. Snow: Is the Minister aware that it would be a 
great pity if the provision of practitioners for the countryside 
was in any way jeopardised ? Is he aware that there are still 
many rural areas under-doctored ?—Mr. Macieop : Yes Sir. 


Identification of Babies 

Replying to a question, Mr. Macieop said he was glad to 
have a chance to give the result of his inquiries into methods 
of identifying babies in maternity hospitals. The most 
common and satisfactory system seemed to be to attach a 
bracelet (or two bracelets) to the baby at birth (or to both 
mother and baby), with a corresponding label for the cot. 
The sewing of a marked tape round the wrist seemed both 
simple and effective. Recent errors seemed to be due, not 
to defective arrangements, but to a failure to carry them out 
properly. More elaborate arrangements would have no 
advantages, and indeed might increase the possibilities of 
error. The important point was that hospital staffs should 
be most careful in first making out the bracelet and label and 
in subsequently checking them from time to time. The bracelet 
method was the general practice here and abroad, but it had 
not been laid down as absolutely standard. The problems that 
had arisen so far had been because nobody looked at the 
bracelet, and not because the bracelet was not there. Clearly 
babies could be festooned with bracelets, but if nobody looked 
at them the difficulty could still arise. 


Hospital Capital Development Schemes 

Replying to a question, Mr. Macixop said that he knew 
of no major hospital building scheme outside the existing 
1955-56 programme that was ready for immediate starting. 
If any of those for which he had recently asked boards to 
bring plans to completion were ready to start before 1956-57 
he would consider whether it was possible to fit them into the 
1955-56 programme. 

Nurses for Mental Hospitals 
Replying to a question, Miss Hornssy-SmirH said that 


the number of mental nurses still showed a shortage of 
about 10,000. 


Medicine and the Law 


Payment for Vaccinations 


Durine the smallpox epidemic at Halifax in 1953 
some of the vaccinations were carried out by general 
practitioners, to whom Halifax Corporation paid £443 
in fees based on the records of vaccinations. Other 
vaccinations were carried out by doctors on the staff 
of a local hospital under the National Health Service, 
but the corporation declined to pay these doctors. A 
test case ! was brought by one such doctor, who sued the 
corporation for £62 15s. for compiling records of 251 
vaccinations. The Halifax county court found for this 
doctor and awarded costs against the corporation. 

Counsel for the plaintiff said that the Ministry’s instructions 
for vaccination had been given to the assistant medical 
officer of health and were passed in turn to a doctor in the 
hospital. “‘ It was in fact an invitation to the hospital doctors 
to get on with the work. But they were in exactly the same 
position as other G.p.s and no possible distinction could be 
drawn between them.” For the corporation it was contended 
that the vaccinations were administered within the plaintiff's 
duties at the hospital, and by receiving salary for his job he 
had in fact been paid for the work. Arrangements had been 
made between the assistant M.o.H. and a doctor at the hos- 
pital, and when he passed the duties to the plaintiff the 
matter became the responsibility of the hospital manage- 
ment committee and not of the local authority. Judge Myles 
Archibald, in finding for the plaintiff, said: ‘‘ I don’t think 
a hospital is the sort of place where you would expect this 
work to be done.” 


The powers and duties of local health authorities with 
regard to vaccinations against smallpox, diphtheria, and 
other diseases are laid down in section 26 of the National 
Health Service Act, 1946. 


1. Yorkshire Observer, Feb, 15, 1955. 
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A Running Commentary by Peripatetic Correspondents 

THE side-effects of national economy raise some pretty 
points of ethics. 

The Vicar, for instance, takes a poor view of having 
to share’his party-line telephone with a secular subscriber. 
Perhaps the ordering of a pair of kippers for Sunday 
morning’s parsonage breakfast may be of doubtful 
spiritual significance to an eavesdropper, but Mavis 

ones’s frantic plea for an early wedding date is red-hot 
stop-press news for the village. Why, the girl left my 
surgery only half an hour ago. But the disadvantages 
are not all one-sided. The Devil shares the line as well, 
whispering into the clerical ears the temptation of a 
dead cert for the 3.30 at Newmarket or eight draws that 
cannot fail for next week’s treble chance. Would the 
Vicar’s soul be in less danger if he shared the line with the 
cloth of the other denominations in the district ? 

Then there is Mrs. Ugglethorpe who keeps the post- 
office and our general store. It’s the sort of place where 
a little bell jangles over the door as you enter. The post- 
office counter on the left stolidly proclaims the dignity 
of Her Majesty’s service, while the cards of aspirins, 
liniment, and backache pills flutter in the breeze by the 
window, laughing scorn at the N.H.S. Baby linen, 
groceries, and paraffin jostle for pride of place, and if the 
customers’ shopping requirements are not sufficiently 
self-revealing, Mrs. Ugglethorpe falls back on the switch- 
board in the kitchen. The little levers stick a bit some- 
times, and you can’t help making two and two add up 
to four, can you?) Anyway our Bert runs the only taxi 
in the village, and it is really rather public-spirited to be 
getting it warmed up ready if Mrs. Hodges looks like 
coming off a week before her time. 

Every morning, of céurse, the mailbag has to be 
sorted. The Mudchester hospital management com- 
mittee economise on envelopes and stamps, so the 
appointment postcards even tell you which doctor 
Mrs. Clough is going to see; and when and where, so it’s 
up to you to guess the rest. That was how our village 
knew Mr. Mason had 1.8. It said CHEST CLINIC in big 
writing on the top. The card for Doris Perkins to go to 
outpatients at 6.30 in the evening just shows that it 
does no good for young girls to be hanging round the 
harbour every night. Mrs. Ugglethorpe wagged her head 
knowingly. 
eT have to take second place to economy in these 

oe * * * 


The new social order is not so new. The marauding 
Danes who built their squalid huts in the ruins of the 
great broch near Evie, and the Arabs shivering among 
the fallen monuments of Baalbek, knew our daily battle 
for warmth and shelter in the face of winter as we cower 
in part of a mid-Victorian mansion. This morning I 
looked from my window and saw that a thaw had come. 
Overnight the snow had slipped from the branches of the 
cedar tree, and dark-green patches showed on the lawn 
below. I felt a sudden kinship with the age-old men who 
first lit ceremonial fires in earliest Spring, hoping perhaps 
to coax an extra measure of sun to dry out their caves, 
warm their shivering, skin-covered shanks, and bring 
increase to their meagre crops. But one thing our 
ancestors were spared. They Itad no need every night to 
drain the radiator of a vintage car. 

* 


The bus was listening attentively to the exemplary 
conversation of a mother with her daughter, aged about 
seven. Every question was answered informatively, 
reassuringly, or amusingly, as the occasion demanded, 
and with completely unfrayed patience. The mystery 
was resolved when it became clear that this was not a 
mother but an unmarried aunt, bringing to the business 
a mind well furnished with modern views on child 
management, and unfatigued by its daily practice. 
Presently the conversation took an educational turn. 

*“*T don’t like French,” said the child. 

** Do you learn it at school ? ” 

“No, not yet, but I don’t like it.” 

“But Jenny, why not? You ought to be very good 
at French.” 

oe Why ? ” 
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** Well, you hear Daddy and Mummy talking it. 


And you 
often have a Swiss helper at home, don’t you? And she 
talks French.” 

** All the same, I don’t like it.” 

* But darling, why not ?”’ 

The little girl was silent and went rather red. At last she 
said in an undertone, looking out of the window, ‘“‘ They have 


a very rude word for ‘ Yes.’ ” 
* * 

A lecturer on the Third Programme lately suggested 
that some of the definitions in Johnson’s Dictionary 
are unconventional—e.g., PATRON : Commonly a wretch 
who supports with insolence, and is paid with flattery. 
He set me thinking how the great lexicographer 
might have tackled a medical dictionary. For. instance, 
how about the following : 


PRACTITIONER, GENERAL. An _ industrious fellow who 
treats patients who have been cured by the Specialists. 

BACTERIOLOGIST. A fellow who is paid to report on 
colonial development. 

BANDAGE. An appliance which the doctor hopes will 
stay in place until thespatient gets outside. 

p.u.O. Penicillin unleashed obliviously. 

SCALPEL. An instrument only slightly less sharp than the 
surgeon s tongue. 

COMMITTEE, HOSPITAL. An organisation wherein minutes 
are kept, and hours are wasted. 

* * 


“The visitors were received by Mr. Brown, the hall- 
porter, and conducted round the hospital by the deputy 
hall-porter, Mr. Smith; also included in the party were the 
chairman of the board, the matron, and the senior physician 
and senior surgeon.” 


Although this version of the hospital hierarchy, offered 
in a report in our local newspaper, may shock Dr. 
Ponderosum and Mr. Fitzbrilliant, is it not correct ? 
First things first. No-one from the most wretched 
casualty to the physicians and surgeons, not even the 
Queen herself, can enter the hospital without the con- 
currence, active or passive, of the hall-porter. ‘‘ I want 

y mum, mister.’”’ ‘‘ Where do I go for the fizzy- 
putic ?”’ ‘ Good mcrning, sir’ to a passing member of 
the staff. The spirit of the hospital, kind, fatherly, but 
firm, is embodied in his dignified person. No hall-porter 
can be insignificant, and to a multitude the hospital is 
known by its porter. 

The night porter, though perhaps less impressive, is 
equally powerful—no reveller can stray in at 2 A.M., no 
erring H.P. can slip past unobserved. He reduces to 
abject docility a crowd of roughs escorting their friends 
who are bleeding from a rain of police truncheons; and 
the night casualty officer, alone and perhaps bewildered, 
may rely implicitly on his hoarse hints. ‘‘ Dead, sir.” 
“That one’s always coming up—a bit queer.”’ ‘ She’s 
bad at the other end.” ‘I think it’s born.” 

Let us face the salutary truth: it is easier to replace 
a physician than a hall-porter. 


The following report from the minutes of an area 
council in this corner of the Dark Continent shows an 
engaging originality amongst councillors new to local 
government. 

*... and finally resolved to urge the ******* local council 
tomake bye-luws to restrict women of this area from escaping 
from their husbands. The pga of establishing a market 
at Nkw anga was also discussed . 

* * 


From Magdalen bridge to Millbank 
Routh’s dictum still holds good, 
So may I softly chide you 

In phil-Adelphihood. 

Your learned leader-writer 

Had not seen Collee * plain 

Or sought to check his seeetened 
Again and yet again. 

What better v esper versicle 

To bless an author's night— 

“‘ My matter is impeccable 

AND ALL MY REFS. ARE RIGHT!” 


p. 390, reference no. 6 should ok Collee, 


1. In our issue of oo 19, 
J. G., J. R. Army aod: Cps, 1955, 101 (not 100), 4 


LETTERS TO THE EDITOR 


5, 


to Editor 


SANATORIA 


Srr,—Thanks to modern antibacterial treatment, we 
appear to be achieving a measure of control of pulmonary 
tuberculosis which few of us expected to see in our 
lifetime. It is therefore important that we should review 
this new situation and mobilise our forces to their best 
advantage. Interest in this subject has shown itself 
in recent articles and correspondence concerning the 
relative merits of sanatoria, domiciliary care, and 
ambulant chemotherapy. 

There seems to be general agreement that beds will be 
needed for the treatment of tuberculous patients for 
some time to come. The discussion appears to involve 
three main questions: (1) Where should these beds be 
situated ? (2) How ought the period of treatment to be 
divided between institution and home? (3) Who should 
have clinical control of the beds ? 


Advocates of domiciliary treatment, such as Dr. Stradling 
(Feb. 19), hold that comparatively few beds are needed and 
that they should be situated in a local hospital. But it is 
difficult to see how this system can be justified as and when 
fully equipped sanatorium beds become available. The 
length of general-hospital waiting-lists is causing great 
hardship: at one hospital, women with prolapse and stress 
incontinence have been told that they must wait two years 
for admission because they require a “luxury” operation. 
In such circumstances no-one could advocate the treatment 
of tuberculous patients in a general hospital if suitable sana- 
torium beds were available for them in the same area. Dr. 
Stradling’s suggestion that tuberculosis sanatoria should be 
“diverted to other work” invites a reductio ad absurdum, 
because, if it were adopied now, the sanatoria would soon be 
dealing with general surgery and the general hospitals treating 
tuberculosis. 

Even with modern treatment it is doubtful whether a 
drastic reduction of hospital care is in the best interests of 
most patients. In other progressive countries—for instance, 
Canada, the U.S.A., and Scandinavia—it is a matter of pride 
to have sufficient sanatorium beds to ensure prompt admission 
of all newly diagnosed patients, as well as those with active 
disease. We in this country are’ now approaching such a 
favourable situation ; let us grasp its advantages and not be 
satisfied with a make-shift system of domiciliary treatment. 
Dr. Stradling regrets “the passing of the sanatorium ”’ but 
says that we have an effective substitute in clinic management. 
But why must we be content with a substitute when we can 
still have the genuine article ? 


There is no doubt that the initial investigation, assess- 
ment, and initiation of treatment can be carried out far 
more efficiently and expeditiously in a sanatorium than 
in the patient’s home. Early admission also ensures 
that the patient is not in contact with his family during 
the infectious period after diagnosis and before treatment 
has got the disease under control. Dr. Stradling mentions 
the increasing importance of prevention, and, although 
the dangers of infection are often exaggerated, it is very 
difficult to justify the risk of treating an infectious 
patient in his own home when a sanatorium bed is 
available. Moreover patients learn more .easily in 
sanatoria to observe hygienic precautions, both by 
specific instruction. and from the daily routine. 

Rest is still essential, though antibacterial therapy is greatly 
reducing the length of the rest period. Common sense dictates 
that it is far easier and better for most patients to rest and 
recover in a well-equipped institution devoted to that purpose, 
than in their own homes. Progress is quicker under con- 
trolled conditions, mobilisation can be carefully graded, and 
the patient can be taught how to look after himself during the 
still crucial two years after discharge. The shortening of the 
treatment period and the provisions of the Welfare State 
combine to make the acceptance of institutional treatment 
easier for the patient now than ever before. Domiciliary 
treatment, on the other hand, is much harder to control, and 
success depends on the standard_of the home, the codperation 
of the patient, and many other variables not encountered 
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under hospital conditions. The advocates of domiciliary 
treatment often work in areas where living standards are 
reasonably high, but social workers with experience of 
sanatorium care are frequently dissatisfied with the conditions 
of domiciliary treatment. Too often they encounter house- 
wives on “bed rest’? who get up and cook the meals, or 
— “‘up for 3 hours”’ who spend their evenings at the 


Much has been made of the stigma attached to sanatorium 
treatment. In the U.S.A. this has been largely overcome by 
sensible propaganda, emphasising that patients who have 
been treated in sanatoria can be regarded as having recovered, 
and can therefore be accepted into the community without 
reservations. There is, however, a simpler solution: just as 
“ tuberculosis officers’ have become chest physicians so 
may sanatoria become “ chest hospitals term devoid 
of any stigma. 

Other alleged disadvantages of sanatorium treatment include 
visiting difficulties due to distance, and the adverse cho- 
logical effects of isolation, association with other tuberculous 
patients, and the restrictions of a regular routine. There is 
some truth in all these things, but until recently they were 
regarded as a small price to pay for the benefits of sanatorium 
care. Much can be done to overcome them, and the 
affection which many ex-patients continue to feel for their 
sanatoria is good evidence that these objections are not 
insuperable, 


Probably the most important obstacle to the proper 
use of sanatorium beds is the reluctance of the chest 
physician to lose clinical control of his patients while 
they are in sanatoria. Dr. Stradling hits the nail on the 
head when he says that continuity of management is 
“a factor of vital importance in a long-term illness 
involving many social and psychological factors, not to 
mention differences in clinical opinion.’’ There is no 
doubt that the physician who has to undertake the long- 
term care of the patient ought to have the major say in 
planning that patient’s management and should, ideally, 
be in close touch with him during his stay in the sana- 
torium. Unfortunately this principle has often been 
neglected, and an independence, almost amounting to 
rivalry, has sometimes grown up between clinic and 
sanatorium. 

But this is a problem which can be overcome, given 
good will on both sides. Many sanatoria are within reach 
of the centres of population which they serve, and it is 
often possible for the clinic physician to retain control 
of his patients and to take part in clinical conferences 
with the sanatorium physician and the surgeon at which 
major questions of policy are decided. The sanatorium 
physician has certain advantages over the busy clinic 
physician: he is better able to observe and study his 
patients, and has more time to get to know them and 
their problems; but together they are in a stronger 
position to treat the whole man than either can attain 
alone. Such team-work is understood and appreciated 
by the patient, it increases his confidence, and it does 
much to persuade him to accept and follow advice. 
Whenever possible, the sanatorium physician should also 
help in the work of the chest clinic, thereby acquiring 
a wider outlook and an added interest. This system is, 
of course, in operation in many areas and has proved its 
worth. Its universal adoption would undoubtedly hasten 
the day when both sanatoria and chest clinics become 


redundant. A. F. Fosrer-CarteEr. 
Brompton Hospital Sanatorium, 
Frimley, Hants. 


Sm,—It i§ impossible to give an adequate answer to 
Dr. Stradling in a short letter, but I would like to 
put some points in support of Mr. Temple’s excellent 
letter of Jan. 8. 


(1) The closing of the Trudeau Sanatorium must be regarded 
(with sentimental regret) as a result of the enormous provision 
of free sanatorium treatment in the U.S.A.; which was almost 
unobtainable twenty years ago. Consider the plight of the 
private sanatoria in this country. 


(2) The countries, States, and provinces which have made 
real progress in a campaign of tuberculosis eradication are 
those with adequate hospitals and sanatoria. They did not, 
believe in waiting-lists, but had waiting beds and used them. 
Ontario, with the tuberculosis death-rate down to 6-4 per 
100,000, is still adding beds. 

(3) Tuberculosis is still an infectious disease. Good training 
of the patient anywhere will reduce the risk of spread of 
infection; but in my experience this training takes time, and 
it can be carried out most safely and economically on a group 
basis in a sanatorium. 

(4) In a sanatorium which has not discarded the old basic 
sanatorium principles, to which modern treatment is a supple- 
ment, not an alternative, there is no difficulty about psycho- 
logical readjustment to return to employment. The sana- 
torium patient has the advantage of physical readjustment 
also. His rehabilitation should begin on the day of admission. 


Dr. Stradling’s five-year results for 64 domiciliary- 
treated patients are very good (though one must quibble 
at the survivals in groups of 11 or 12 being expressed as 
percentages). It must have required a considerable 
amount of consultant, specialist, and nursing time to 
achieve these results. This time could surely have been 
more economically employed with the patients congre- 
gated in the sanatorium. 

The population of a well-run sanatorium is not a 
collection of miserable creatures crawling about in 
uncongenial surroundings. It is a community of high 
morale, where adaptation to the limitations imposed by 
pulmonary tuberculosis is rapidly acquired. Apart from 
a few misfits, the reaction to corporate life is good 
and many patients leave the sanatorium better 
citizens. : 

Domiciliary treatment of tuberculosis was introduced 
as a matter of expediency when waiting-lists were long ; 
but to adopt this expedient as a reason for abolishing 
sanatoria, when such a policy would mean, in industrial 
areas, the treatment of the case in overcrowded and 
relatively insanitary conditions, would seem to me the 
height of folly. 

Many of the views I have expressed are the result of 
personal experience of both domiciliary and sanatorium 
treatment from the patient’s point of ‘view. 

Cheshire Joint Sanatorium, 


A. CLARK PENMAN. 


Smr,—I agree with Dr. Stradling that the time is 
ripe for an all-out drive against tuberculosis, now that 
eradication is practicable. The remarkable decrease 
in deaths from tuberculosis, and the recent occurrence 
of empty (female) beds in some sanatoria, are both 
indications that tuberculosis is at last on the way out. 
(We need not be alarmed at the maintenance of notifica- 
tion-rates, which are related to better case-finding— 
mainly by mass radiography.) The factors concerned in 
this achievement are : 

(1) Epidemiological—i.e., those conjectural causes which 
normally bring epidemics of infectious disease to a close 
and which are related to their duration, number of susceptibles 
at risk, &c. 

(2) Environmental—i.e., housing, nutrition, health, educa- 
tion, &c. 

(3) Active preventive activities, including case-finding, 
contact examination, and B.C.G. inoculation. 

(4) Treatment, including the sanatorium régime, chemo- 
therapy, minor collapse measures, and major surgery. 

Of these, we exercise no precise control over (1), 
and we must admit that the steady fall in death-rates 
in the past fifty years or more has (except very recently) 
been associated almost entirely with (2)—‘‘ the ameliora- 
tion of social conditions.’’ Of late, no doubt, this fall 
has been increasingly influenced by (3) and (4), and the 
accelerated decline since 1948 must, it seems, be due to 
streptomycin, P.A.s.; and isoniazid. 
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THE EDITOR 


The main function of tuberculosis dispensaries, as 
envisaged by the 1912 Astor Committee, was prevention, 
and prevention should still be the first concern of chest 
clinics, 


There is ample scope for them in tracing contacts of notified 
cases, in examining contacts of Mantoux-positive children 
and adolescents, in the wide-scale use of B.c.G., and in similar 
activities. Our long-term plan must be to banish not only 
tuberculous disease but tuberculous infection from the 
community, and this will ultimately involve large-scale 
repeated Mantoux-testing of the whole population (when, 
incidentally, 8.c.a. will become an anachronism), and these 
activities will obviously have to be centred at the chest 
clinics, 


Owing to pressure on sanatorium beds after the war, 
tuberculosis beds were opened in general hospitals and 
most chest-clinic physicians organised domiciliary treat- 
ment. The fact that there is a diminishing call on these 
beds is posing a new problem to those engaged in this 
work, and the lurking fear that they may be under- 
employed may explain this correspondence. It has to 
be faced that, with diminishing material, the tuberculosis 
services must sooner or later undergo some reorganisation 
and reintegration, but this will not be made easier by 
factional squabbles, or by the denigration of one part 
of the service by the other. 

With regard to general-hospita) beds, no-one can deny 
that they have been of value; but they were diverted 
from other uses, and I believe that the physicians formerly 
in charge would welcome their return to their original 
use, particularly since everywhere there is a shortage 
of geriatric beds. 

Some of us still believe in the sanatorium régime as 
a basis for the cure of pulmonary tuberculosis. 


Fresh air, graduated rest, and graduated exercise are not 
always easily provided by a general hospital. Moreover, 
organised leisure activities—occupational therapy, inter- 
ward games, ward entertainments, whist-drives, &c.—all 
tend to make the patient resigned to his long stay, and in a 
well-run sanatorium contribute to the high morale not easily 
attainable elsewhere. Some 30-40% of sanatorium patients 
undergo major surgery, for which these institutions are 
equipped and in which their staffs have had long experience. 
There is every argument for integrating surgery and chemo- 
therapy with the sanatorium régime, and, in particular, 
for insisting on a long period of convalescence in order to 
avoid relapse—still a feature of pulmonary tuberculosis 
despite modern therapy. As the pressure on beds becomes less, 
sanatoria might well carry this process, as in the past, to the 
stage of rehabilitation by graded work, so that patients 
leave (except for a short period of psychological readjustment) 
fit to return to their jobs. Another feature of the specialised 
work of sanatoria is the large volume of laboratory work 
undertaken by them, mainly in relation to culture investiga- 
tions and resistance tests—specialised work which would 
over-tax a general-hospital laboratory. Many sanatoria have 
also recently set up a respiratory-function department, 
again a highly specialised study. By all means let chest 
physicians retain a certain number of beds for urgent admis- 
sions, for diagnostic and similar purposes, but let sanatoria 
continue to carry out the work in which they have specialised 
for so many years. 

I agree with Dr. Stradling that sanatoria need not be 
buried in the country—although I think many patients 
appreciate such surroundings when they get there. I do 
not consider daily visiting necessary or even wise—a point 
of view which we in sanatoria teach our patients to share. 


I admit again that domiciliary treatment, if it includes 
chemotherapy and pneumoperitoneum, may achieve 
a useful purpose ; but having seen some of its distressing 
results I cannot agree that domiciliary artificial pneumo- 
thorax is wise treatment. Long-term chemotherapy of the 
chronic case can well be carried out in the home—but 
preferably after the sanatorium has achieved maximum 
improvement. The value of ambulant chemotherapy 


of the recent case, as suggested by Pritchard, can only 
be determined by long-term controlled trial. 


Possibly some chest-clinic physicians over-emphasis« 
the clinical aspects of their work—reflecting, I think. 
the exaltation of clinical over preventive medicine 
imposed on us by the architects of the National Health 
Service. Advances in the fight against tuberculosis 
have in the past been due to prevention, and with the 
present full exploitation of existing drugs and surgery 
further progress must, it seems, come from prevention 
rather than from the clinical field. Would not chest 
clinies be wiser to concentrate on this aspect of their 
work ? 


Colindale Hos 
London, N. 


W. E. SNELL. 

Srr,— Your correspondents have been chiefly con- 
cerned with the treatment of pulmonary tuberculosis. 
I should be grateful if I might comment on the 
future of sanatoria for patients suffering from other 
diseases. 

Most sanatoria have progressed a long way from their 
prototypes, because the requirements for the treatment of 
tuberculosis, particularly if the whole range of the disease 
is included, have increased.so much. They have now 
become well-staffed and well-equipped hospitals whose 
special function is to meet the needs of patients who may 
require treatment over a period of months. Even if 
beds were available in general hospitals for many of these 
patients, the atmosphere and surroundings of a general 
ward and the continuous pressure to accelerate the turn- 
over are unsuitable for them. The advantages of a ward 
in an open-air country hospital are that the tempo is 
slower, and more conducive to the patient’s peace of 
mind. The change to rest under better hygienic conditions 
improves their physique, often remarkably. There is 
no lack of visitors if suitable hours and transport 
are arranged by the hospital authorities, and the 
slower turnover enables personal relations between 
patient and patient and staff and patient to count far 
more. 

Though the ward routine is primarily organised for treat- 
ment, rehabilitation and recreation also play their part. The 
patient is not in his ward all day. These conditions do not 
reduce efficiency of treatment and even offer advantages. 
There should be no sepsis because the wards can be opened to 
light and air. Patients tolerate major surgery better because 
they have preliminary constitutional treatment. 

The use of such long-stay hospitals has up to the present 
been almost confined to orthopedics and tuberculosis. It is 
doubtful if the number of adult long-term beds for ortho- 
peedics in the country is sufficient. Other well-known centres 
for long-term treatment are the plastic surgery unit at Queen 
Victoria Hospital, East Grinstead, and the paraplegic unit 
at Stoke Mandeville. Some sanatoria are already taking 
patients with non-tuberculous lung conditions. 

Tuberculosis hospitals have been staffed on a very catholic 
basis, drawing their consultants from teaching and university 
centres and from neighbouring towns, in addition to con- 
sultants working full time at the hospital. Thus depart- 
mentalism has been avoided and it has been possible to 
draw patients from a wide area. Though there are advantages 
in having some general medical and surgical beds in these 
hospitals to meet local needs, their chief work should continue 
to be for patients who can be cured or improved by long-term 
treatment and who will not be cured unless they get such 
treatment. For these there should be a wide catchment area 
and the chief work of the hospital should be to serve the 
region. 

For this reason the regional boards should be prepared 
to provide the same administrative arrafigements for 
the special units of these hospitals as they have 
in the past for tuberculosis. If these conditions were to 
be fulfilled, the sanatoria of the future, as the needs of 
tuberculous patients decrease, would still function as 
open-air hospitals, with a wider scope, and no less 
useful work. 


~ Notley Hospital, 


raintree, Essex. M. C. WILKINSON. 
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TREATMENT OF ENURESIS 


Str,—Dr. Symonds draws attention (Feb. 26) to the 
spacing of children as a cause of neurotic illness. It is 
for this reason that I advise my patients to wait for 
2-3 years before considering a second baby. It is after 
the age of 3 that the child begins to demand a brother 
or sister, and, though at first he notices the change in 
composition of the family picture where all viewing eyes 
are directed to a new centre, he soon takes on the réle 
of little father. The younger child, bound up in his 
mother alone, cannot comprehend the reduced interest in 
his subordinate figure. 

A greater factor, however, in emotional illness is the 
patient’s position at the top of the family tree. Every 
general practitioner knows how often the mother and 
her first infant are on his doorstep. About her eagerly 
awaited firstborn she is unduly anxious and over- 
protective, and she lacks experience. The first child 
therefore receives a welter of care, and is the only one 
who will receive 100% of his mother’s affection, and so 
much anxiety. He it is who suffers from a situation less 
poignant for any aftercomer; and in nine cases out of 
ten it is possible for the doctor to diagnose the primi- 
geniture of his patient from a consideration of his 
symptoms alone. 


Iiford. R. N. C. 


B.C.G. VACCINATION 


Smr,—Professor Heaf (Feb. 12) says that ‘‘ there is 
strong evidence that B.C.G. increases resistance against 
tuberculous infection, although statistical proof is difficult 
to obtain.”” He admits our ignorance of allergy and 
immunity in tuberculosis, but he also says ** these 
acknowledged advantages of the vaccine are sufficient 
to justify its use.’ Are these advantages so generally 
acknowledged ? The fact that the vaccine is readily 
administered and cheap is not so very important: the 
fundamental question to which we do not’ know the 
answer is whether a positive skin reaction is really very 
important in immunity to tuberculosis. After-all we have 
other diseases in which positive skin reactions occur, but 
I do not know that it has been suggested that they mean 
immunity. For example, does a positive Frei test indicate 
any immunity to lymphogranuloma inguinale, and does 
Casoni’s reaction indicate any immunity ? Are we really 
justified in asking parents to submit their children to 
injections which may, in a significant proportion of cases, 
produce unpleasant local reactions, and have a risk, 
however slight, of causing general disease, when we have 
really no sound knowledge of its good effects. 

Some of us in the older group are perhaps overanxious. 
We remember previous campaigns for the use of B.C.G. 
We remember also the movement for immunisation 
against scarlet fever some 20 years ago, now I think 
completely discarded, and we remember earlier attempts 
(with much enthusiasm) to use vaccines against whooping- 
cough whose value is now known to have been nil. 

I write because I want to be convinced. If B.c.G. is a 
good thing then by all means let us use it; but I would 
like to know more about the ‘‘ acknowledged advantages 
of the vaccine.’’ We do know of the solid advantages of 
immunisation against diphtheria and, therefore, some 
of us are extremely hesitant about any procedure which 
might prejudice that immunisation. It is admitted that 
many authorities of high standing are sceptical about 
8.C.G. and that indeed in recent years the sceptics have 
become more vocal. Is there an answer to this? It has 
been pointed out by Dr. McIntosh, senior chest physician 
in Dundee, that in that city there was a very considerable 
decline in tuberculosis mortality in 1947-51 and he points 
out that if B.c.c. had been used on a wide scale in 1947 
there would have been a strong temptation to credit it 
with the good result. Can Professor Heaf convince those 
of us who hesitate on the brink ? 


I am, of course, expressing a purely personal doubt 
and not that of my employing authority. 


Accrington. R. C. WrEBstTER. 


BEHCET’S SYNDROME 


Sir,—When one has collected a series of cases of a 
rare diséase it is a pardonable error to suppose that the 
condition must be commoner than is supposed and that 
others are missing the diagnosis. We are impelled to 
defend our dermatological colleagues from the charge 
of failing to diagnose Behcet’s syndrome. 

In their interesting paper (Feb. 19) Dr. Phillips and 
Dr. Scott give a useful account of aphthosis of the mouth 
and vulva with its other possible complications. The 
dermatologist, however, is only too familiar with the 
incomplete picture of. aphthous stomatitis, the common 
occurrence of which should be emphasised as opposed 
to the extreme rarity of involvement of the vulva or 
the eyes. 


The association of lesions of the mucosa and skin with 
various inflammatory reactions of the eyes has long puzzled 
dermatologists. Juvenile cataract with atopic eczema 
(Werner’s syndrome and Rothmund’s syndrome) is due to a 
combination of genetic defects,! but the eye lesions of sar- 
coidosis and Reiter’s syndrome have no obvious explanation. 
The pemphigus and erythema-multiforme groups, on the 
other hand, attack the mucos# and skin with equal severity ; 
and in these the graver the illness the more probable is 
involvement of the conjunctive, mouth, and genitalia. But 
in bringing the erythema-multiforme group—which includes 
the Stevens-Johnson syndrome—into the differential diagnosis 
of Behget’s syndrome, Phillips and Scott have made matters 
unduly difficult. Erythema multiforme, when it affects the 
mucous membranes, produces superficial sloughing of the 
whole mucosa, and true painful aphthous ulceration is never 
found in this condition. They are incorrect in stating that the 
Stevens-Johnson syndrome occurs as a single attack ; 
recurrent, though admittedly: not cyclical, attacks are not 
uncommon. 

One disease, which they do not mention, that could be 
confused with Behcet’s syndrome is benign mucous-membrane 
pemphigus. We have tried to clarify the diagnostic criteria 
of this condition,? which must sometimes be missed through 
the patients receiving only a specialised examination by the 
gynecologist. Ocular pemphigus, as it is also called, produces 
chronic recurrent ulceration and scarring of the conjunctive, 
mouth, and vulva; and though there is no doubt in our minds 
that it is a distinct entity affecting the elderly, it resembles 
Behget’s syndrome closely enough to be important in 
differential diagnosis. 

Finally, we are a little mystified by the statement that 
Behcet’s syndrome may eventually be placed among the 
collagen diseases. The etiology of Behget’s syndrome 
may be obscure, but one would require evidence of 
involvement of collagen in the disease-process before 
throwing it into this modish ragbag. 


Rupert Haliam Department of 


R. E. 
Dermatology, Royal Infirmary, 
Sheffield. 


I. B. SNEDDON. 


Srr,—The extremely interesting article by Dr. Phillips 
and Dr. Scott prompts me to tecord the following case 
of Behcet’s syndrome. 


A married man, aged 35, had an inflammation of his left 
eye in August, 1952, which cleared up with penicillin eye-drops. 
The following month the inflammation recurred and later 
spread to the other eye. He was then found to have a 
bilateral iritis. 

In October, 1952, he received a 10-day course of oral 
cortisone and his vision which had previously been blurred 
became normal. The iritis relapsed soon after treatment was 
stopped and was not improved by a course of local cortisone 
therapy. After that the condition of his eyes deteriorated 
until he became completely blind owing to a bilateral irido- 
cyclitis. 

= November, 1952, he first had very painful ulcers on the 
inner aspects of his lips, buccal mucosa, tongue, and palate, 


1. Carleton, A. Brit. J. Derm. 1943, 55, 83 


2° Chureh, R. E., Sneddon, I. B. Jbid, 1953, 65, 235. 
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and he brought these to the notice of the ophthalmologist, 
but they were not considered to be related to the eye con- 
dition. Since 1952 these oral ulcers have recurred at frequent 
intervals and resolved spontaneously. 

Since December, 1952, he has had frequent episodes of 
painful pink raised round lesions in the skin overlying both 
tibiw, which from the wife’s description appear to be almost 
certainly erythema nodosum. 

At no time has he had an attack of monarticular arthritis, 
but during the period of his illness he suffered from recurrent 
pains in both shoulders, elbows, and wrist joints, and also in 
his back. I first saw the patient in general practice in May, 
1954, when he consulted me because of a painful ulcer of the 
scrotum. He told me that he had his first scrotal ulcer one 
month previously which cleared with local treatment. 

In September, 1954, he had a further episode of scrotal 
ulceration and at this time there was one ulcer about */, in. 
in diameter and extremely painful. 

In view of the association of iritis, oral and scrotal ulcers, 
and erythema nodosum I considered him to be a case of 
Behcet's syndrome. This diagnosis was not made at the 
eye hospital he attended, as the patient had not told them of 
the erythema nodosum or scrotal ulcers. 


Regarding etiology, this patient had never been in 
the Middle East, nor, to his knowledge, suffered from 
bacillary dysentery : I mention these two facts because 
most cases have been reported from the Eastern 
Mediterranean region, and Karani?! described the case of 
a soldier with Behcet’s disease, the onset of which 
followed an attack of-bacillary dysentery in Egypt. 


Broughton, Manchester. 8. SHUBERT. 
ONYCHODERMAL BAND 


Srr,—Last year, following an article on white nails 
by Dr. Terry,* you were kind enough to publish a letter 
from me about a man with white nail-beds. Soon after 
that, my patient died, and, through the interest of 
Dr. D. 8. Wilkinson, of St. Thomas’s Hospital, Dr. I. W. 
|Whimster sent me a most detailed account of the 
histology of the nail-bed, together with the sections from 
which I have drawn the accompanying diagram. I thought 


Stratum corneum 2 mm. 
Stratum granulosum 
Stratum aculeatum 
Stratum basale 


"Blood sinuses Collagen Fibres _— Elastic Fibres 


this might be of interest in view of Dr. Terry’s latest 
paper on the ‘‘ onychodermal band,” in your issue of 
Jan. 22. As can be seen, the band is clearly demarcated 
histologically by the absence proximally and presence 
distally of the stratum granulosum with its cornified 
layer. There is also very little elastic tissue beneath 
the terminal part of the nail, as well as under the lunula ; 
whereas, beneath what Dr. Terry describes as the ‘‘ main 
pink zone,” it is abundant, though this is not clearly 
shown in the diagram. It is interesting to speculate on 
the reason for this, as one would casually be inclined 
to deny the necessity for it under the firm support of 
the nail: it may be simply due to what Dr. Whimster 
tells me is the embryological difference in origin of the 
two parts. 
Kingston-on-Thames, 
Surrey. 


1. Karani, 8. B. 


CHARLES STEER. 


Proc. R, Soc. Med. 1953, 46, 45. 


2. Lancet, 1954, i, 757. 


RELIEF OF PAIN IN INCURABLE CANCER 


Srr,—With reference to my article (Jan. 1), it has been 
pointed out to me that doubt might arise concerning the 
preparation of the phenol solution. 


This solution is prepared freshly each week by dissolving 
1 g. of phenol crystals in 20 ml. of glycerin or propylene glycol. 
The solution is kept in rubber-capped bottles. Before injection 
0-1 ml. of sterile water is added per 1 ml. of the solution, and 
the two are well mixed. 

Recent observations have shown that where the patient 
has had pain for less than six months the addition of sterile 
water is apparently unnecessary. Furthermore, lower doses 
of the phenol-glycerin mixture itself are required, and 0-8- 
1 ml. of 1 part of phenol to 20 of glycerin suffices. After six 
months of pain, resistance rises and the dosage needs to be 
correspondingly increased above 1 ml. of solution. 


Rochdale, Lancashire. R. M. MAHER. 


CHLORPROMAZINE AND GASTROSCOPY 


Sir,—In his letter of Feb. 5 Di. Morton Gill records 
that nausea and retching were common after gastroscopy 
and were sometimes so severe that the patients had to 
be confined to bed. By the use of chlorpromazine after 
endoscopy, these symptoms were largely prevented. 
I do not know what preliminary anesthetic Dr. Gill 
uses, but I have found that with the administration of 
‘ Pantopon ’ (papaveretum) and atropine I have had only 
very rare cases of nausea and retching, and these have 
certainly never been so severe as to keep the patient 
in bed. 

My reason for writing, however, is not this compara- 
tively trivial point, but rather the timing of the injection 
of chlorpromazine. I also give it in 25-mg. intramuscular 
doses, but before the gastroscopy and in conjunction with 
pantopon. This method avoids the pharyngeal reflex of 
nausea and the vomiting on the introduction and with- 
drawal of the gastroscope, which is the most troublesome 
part for the patient. The subsequent discomfort, which 
in my experience is not very common, is also minimised. 


Madrid. L. GANDARA MAZPULE. 


ELECTROCARDIOGRAPHIC CHANGES AFTER 
GASTRECTOMY 


Srr,—In his article last December! Dr. Brotmacher 
dealt with postprandial electrocardiographic (£.C.G.) 
changes following gastrectomy. Earlier, Dr. Pulvertaft * 
had attempted to relate these changes to autonomic 
effects which, presumably, were exaggerated in some 
persons following gastrectomy. Since I showed in 1938 * 
that such electrocardiographic changes occurred in the 
normal person without being associated with symptoms, 
it seems to me that the employment of the E.c.G. changes 
as an indicator of any sort of occurrence related to 
symptoms is illogical.‘ Furthermore, the assumption 
that the E.c.Gc. changes are related to autonomic changes 
—though it may be quite correct—is unsupported by 
evidence. 

The £.c.c. changes which follow meals are complex. In 
1938 I concluded that there was a postprandial T-wave change 
which was not related to change in cardiac rate or position, 
and I tentatively suggested that such changes might be of 
importance in the clinical interpretation of E.c.c.s. It is 
equally clear that some T-wave changes which occur post- 
prandially do result from changes in cardiac position and rate. 
The former type can usually be distinguished by the corres- 
ponding change in the Qrs axis which, despite Brotmacher’s 
statement to the contrary, does appear in his figures (most 
distinctly in fig. 3). 

In the investigation of changes in the E.c.c, after the ingestion 
of food it is impossible to be certain that the patient’s body is 
in precisely the same position for any two observations. This 


1. Brotmacher, L. Lancet, 1954, ii, 1307. 
2. Pulvertaft, C. N. Ibid, 1954, i, 325. 
3. Amer. Heart J. 1939, 17, 725. 

4. See Gardberg, M. Lancet, 1954, i, 1080. 
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source of error can be minimised but not eliminated. A slight 
change.in position of the body coupled with filling of the 
stomach or even without this, or a different respiratory 
position of the chest can cause an important change in the T 
wave. Again QRS changes give a clue to the existence of this 
factor. A slight change in the Qrs, from whatever cause, 
gives rise to an important secondary change in the T wave. 


Investigation of the effects on the £.c.G. of the intro- 
duction of water, air, and food into the stomach, in those 
who have and in those who have not undergone gastrec- 
tomy, requires much more critical attention to all the 
factors involved. Such an investigation is under way here 
now. Brotmacher’s conclusion regarding the réle of 
mechanical distension is probably correct but not new. 
In postprandial £.c.G. changes distension of the gastro- 
intestinal tract, cooling, and biochemical or autonomic 
factors may all play a part. 


New Orleans, 
Louisiana, U.S.A. 


MANUEL GARDBERG. 
FUNCTIONAL SYMPTOMS OF ORGANIC DISEASE 
OF THE BRAIN 


Srr,—I was most interested in Dr. Blake Pritchard’s 
article (Feb. 19). I fully agree with him that organic 
causes must be carefully investigated and excluded before 
making the diagnosis of hysteria. The following case 
illustrates this well. 


A woman, aged 32, was referred by her general practitioner 
with a five-year history of tiredness, headaches, muzziness, 
and fear of falling. There had been a few “ blackouts.” She 
had been seen at a neurological hospital and referred for 
psychotherapy. She was dise as uncodperative and 
was admitted as an inpatient at a neurosis hospital. She was 
again discharged as a chronic hysteric and was admitted to 
another neurosis hospital, where she stayed for six months. 
Nowhere was a full physical examination attempted. When 
she came to my outpatient clinic she had been unable to work 
for eighteen months. What struck me was her quiet behaviour, 
the sincerity of her wish to get back to work, her excellent 
working record, and the fact that her mother reported a 
definite change of personality at the time her symptoms first 
began. She had held one job for about sixteen years, and her 
employers had been keeping her place open for her. Electro- 
encephalography suggested temporal-lobe epilepsy, and 
further investigation was advised. 


Would it not have saved trouble for the employers and 
the general practitioner, and much anxiety and self- 
searching for a patient stamped as an uncodperative 
and unintelligent hysteric, if such investigation had been 
carried out to begin with ? 


British Hospital for Functional 
Nervous Disorders, London, N.W.1. 


Hitpa C, ABRAHAM. 


STERILISATION OF SYRINGES 


Smr,—It is important that Dr. Rollason’s letter of 
Feb. 19 should be answered since the inference is made 
that assembled syringes can be successfully sterilised in 
an autoclave. The principle behind the use of autoclaves 
for sterilising depends upon the penetration of saturated 
steam to all surfaces. In an assembled syringe the 
penetration of steam to the inner surface of the barrel or 
outer surface of the plunger is clearly difficult, and is 
further complicated if (1) the needle is mounted and 
(2) the, assembled syringe and needle are placed in 
a glass or metal container. Dr. Rollason is therefore 
depending upon dry heat alone, which under the con- 
ditions stated would not be sufficient to sterilise many 
spores. If Dr. Rollason likes to carry out the simple 
experiment of placing dried spores in the bottom of the 
barrel with the plunger in position he will soon be con- 
vineed that autoclaving under these conditions is not 
desirable as a method. The problem is admirably dealt 
with in Walter’s book on the Aseptic Treatment of 
Wounds. 


1. Walter, C. W. Aseptic Treatment of Wounds. New York, 1948. 


In a busy syringe service it is necessary that labour and 
cleansing processes should be simplified. Excellent as 
the ‘ Vim* syringe is, it suffers from the serious dis- 
advantage that the barrels are not interchangeable, and 
this means that plungers and barrels must be kept 
together. This is too large a feat to be practicable when 
2000 syringes are being sterilised daily. A further dis- 
advantage, in common with all metal and glass syringes, 
is that repeated heat causes the solder, used to cement 
the parts together, to disintegrate, and eventually 
leakage occurs. 


Central Laboratory, 
Portsmouth. 


E. M. Darmapy 
K. E. Hueues. 


MELANOPHORE-EXPANDING ACTIVITY OF 
HUMAN PITUITARY GLAND 


Srr,—Dr. Hudson and Dr. Bentley (Feb. 19) have 
shown that a melanophore-expanding hormone has been 
prepared from human pituitary. Their laboratory 
animal was Xenopus levis, which is the one amphibian 
known ! to respond to adrenaline by expansion of the 
melanophores. Their technique for extraction would 
not have destroyed any adrenaline present, and control 
assays were not mentioned. It seems possible that the 
result obtained may have been due to adrenaline. 

For the estimation of melanotrophic activity the 
species of choice is the tree-frog (Hyla arborea), which will 
give a response to 0-25 ml. of normal human blood diluted 
40,000 times. This corresponds roughly to 10-4 ug. of 
a commercial preparation of corticotrophin (Frazer, 
unpublished). 

Charing Cross Hospital 


Medical School, 
London, W.C.2. J. F. D. Frazer. 


POST-PREGNANCY OSTEOPOROSIS 


Sir,—Dr. Nordin and Mr. Roper, whose article under 
this heading appeared last week, were wise in adding 
‘“* A Syndrome ¢ *’ for I think it falls into the syndrome 
to which I have given the name ‘‘ Shaw-Reade.”’ * 

The authors write : ‘“As our patients have been observed 
for only a short time, and the period since delivery 
differed in each case, our data provide little information 
on the course of the condition. . . . We cannot be sure 
what effect, if any, hormone therapy has had on the 
patients.”’ Earlier they say that ‘‘ the purpose of this 
report is to suggest that the association between the 
osteoporosis and the pregnancy may not be fortuitous.”’ 
I note that the patients were adm#ted for investigation 
and the symptoms improved spontaneously ; but their 
conclusion that ‘* these findings are all compatible with 
a diagnosis of osteoporosis and strongly against one of 
osteomalacia ”’ is in my opinion based on very incomplete 
knowledge. 

Why were three of the four patients submitted to 
biopsy ? They ought to have known what they proved— 
that this procedure was fraught with danger (I have 
known of two patients who died under anzsthesia during 
exploration of a benign and quiescent lesion), that it 
could yield little valuable evidence and like radio- 
graphy does not permit of accuracy in diagnosis. Are 
they to be commended for stating: ‘‘ Since all four 
patients developed the condition in close association with 
childbirth, and have heen improving steadily ever since, 
we suspect that there may be some connection between 
the condition and childbearing ’’ ? 

The authors show, by the use of the term ‘ codfish 
vertebra ’’ that they have failed to note that the essential 
feature in their cases is probably the expansion of the 
discs which have compressed the vertebree—these having 
reacted to the pathological changes in the discs. I have 
clearly indicated in many of my publications that bones 


1. Burgers, A. C. J., Boschman, Th. A. C., van de Kamer, J. C. 
A 1953, 14, 72. 
2. Medicine ill. 1954, 8, 395. 
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have a way of reflecting the pathological changes of 
adjacent structures. therefore I am not prepared to 
accept that ‘‘ the absence of decalcification and pseudo- 
fractures in the limb-bones, despite the codfish vertebre 
{and the crush fractures], pointed to a diagnosis of 
osteoporosis rather than osteomalacia.” 


Birmingham. JAMES BRAILSFORD. 


VALVOTOMY KNIFE 


Srr,—I was very interested to read the description of 
the new valvotomy knife devised by Mr. Lentin (Jan. 15). 

At the beginning of last year my registrar, Mr. N. A. 
Shah, and I devised a rotating valvotomy knife which 
was made for us by Messrs. W. R. Swann, of Sheffield. 
This, I think, has certain advantages over the knife 
described by Mr. Lentin. 


The ring attachment is placed around the terminal phalanx 
of the index finger, thereby allowing flexion of the finger 
during the manceuvre of splitting the valve, and ensuring 
apposition of the knifé blade to the finger. The blade (on a 
rotating flexible shaft) is attached to the ring in such a way 
that it can be inserted into the appendage with the cutting 


edge sideways; it is then rotated 90°, and locked in that 
position to enable the anterior commissure to be cut with the 
finger flexed and the hand supinated. The posterior com- 
missure can be cut with the hand pronated. The knife blade is 
against the finger-tip during the whole manceuvre, ‘and is 
jeasily controlled. On withdrawal, the knife is rotated through 
90° to its original position, and locked. 


Though the ring type of knife is the simplest instrument 
for dividing the mitral valve where a knife is required, 
it may prove dangerous if the appendage is long and 
narrow, since the atrial wall and the tourniquet (if one 
is used) may be cut during its insertion. As Mr. Lentin 
remarks, a knife with a rotating mechanism will obviate 
this danger. 


Leicester. Betty V. SLESSER. 


THROMBOPHLEBITIS FOLLOWING 
INTRAVENOUS INFUSIONS 


Srr,—I read with great interest Mr. Jones’s letter,’ 
and I agree with him that faulty technique is a com- 
paratively minor factor in thrombophlebitis following 
intravenous infusions. 

Thrombophlebitis after saline infusions is very often 
met with in cases of cholera, and I have been unable to 
prevent its occurrence by repeatedly autoclaving and 
cleansing the apparatus, and by taking full aseptic and 
antiseptic precautions. My experience is rather different 
from Mr. Jones’s : 


In those cases in which I had cut down on the long saphenous 
vein 1 in. above the medial malleolus, the thrombophlebitis 
often appeared at the back of the knee or high up on the thigh ; 
nothing abnormal was seen at the cannula tip or at the site 
of the skin incision. Multiple blebs, '/,-1 in. in diameter, 
developed along the course of the vein ; fluid from these was 
cultured for anaerobic and aerobic organisms, but proved 
negative. In a few patients huge collections of pus formed ; 
and, in some, wide areas round the vein sloughed, occasionally 
exposing the underlying tibia along its whole length. 

To ensure greater asepsis I stopped cutting down and used 
instead a Rogers needle; but the incidence of thrombo- 
phlebitis remained unaltered. I found that the condition was 
almost ¢ertain to develop if the transfusion had to be continued 


1. Jones, P. F. Lancet, 1954, ii, 970. 
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for a long time. Many of the severe, suppurating cases 
responded well to oxytetracycline, but most of those with 
grossly swollen hard brawny legs (without suppuration) 
showed practically no response to that drug. 


Of more than 3000 patients whom I have treated with 
intravenous infusions, scarcely 30% escaped this exceed - 
ingly troublesome complication. Clearly there is a great 
need for further research into the etiology ; meanwhile, 
the use of Baxter latex tubing appears to offer the best 
practical solution to the problem. 

Civil Hospital, Putao, 

Kachin State, B 


urma. RANENDRA BANERJI. 


CHEMOTHERAPY OF LEPROSY 


Srr,—As one who for the last seven years has worked 
in Eastern Nigeria and applied the results of Dr. Lowe’s 
researches to several thousands of cases of leprosy, I feek 
I must join issue with Dr. Jopling in his contention 
(Jan. 8) that Dr. Lowe’s “‘ results apply to Africans in a 
particularly well-favoured part of Africa and are 
exceptional.” 


It is true that Dr. Lowe’s paper was written against the 
background of a highly organised and efficient leprosy service, 
but this surely cannot invalidate his findings in individual 
cases. It is also true that clan segregation had brought a vast- 
number of cases under treatment and has been, and is, 
of enormous value ; but I am sure that those who initiated 
this method would hardly claim to have brought the disease 
under control by its use. It was only after the large-scale 
treatment of cases with dapsone was begun that the numbers 
of active cases attending clinics and living in segregation 
villages began to show a considerable fall, and the number 
of cured cases attending for follow-up examination a rise. 
The long-term evaluation of the results of dapsone treatment. 
applied to thousands of patients is doubtless continuing today, 
but when I left Nigeria it was becoming quite obvious to me, 
and I imagine to others who worked at outstations, that. 
Dr. Lowe’s results with his experimental group were .being 
fully reflected in the much larger group of patients receiving 
routine treatment at various settlements, segregation villages, 
and clinics throughout the Eastern Region, and were, to 
put it mildly, profoundly encouraging. 

We had plenty of active lepromatous cases, some quite 
advanced, and the vast majority were rendered clinically and 
bacteriologically negative by carefully applied courses of 
oral dapsone. Dr. Jopling is perhaps unfortunate in that he 
may have among his patients many in whom the disease 
has begun to regress either spontaneously or after very 
irregular treatment, leaving secondary neural and skin 
changes. These are always the most difficult and unsatis- 
factory to treat, and we had our share of them in Nigeria. 
They do suffer badly from reactions, but then the majority 
of sulphone-treated lepromatous cases do. It is almost 
certainly a part of their cure, and usually the earlier treat- 
ment is initiated the less severe the reactions. I have the 
impression that the normal course for an untreated lepromatous 
case to follow is frequent reactions with steadily increasing 
skin and nerve damage and gradual dying out of the bacilli, 
spread over variable periods of perhaps ten, twenty, or thirty 

A case treated in the early stages by dapsone seems 
to have a somewhat similar course compressed into about 
five years, but with moderate and decreasing reactions and 
sometimes (but not always) much nerve pain steadily decreas- 
ing and leaving little or no nerve damage, according to how 
long the disease has been present before treatment was begun. 

It is my practice most firmly to reassure a patient in reaction, 
and so far as is humanely possible not to decrease the dosage 
of dapsone. ‘ Fantorin’ (stibophen) in doses of 2 ml. intra- 
muscularly on alternate days for three or four doses I have 
found very valuable in tiding patients over the worst phases 
of reaction, and it is I think safer than corticotrophin. We 
found that erythema-nodosum-like reactions carried a uni- 
formly good prognosis. 

Leprosy patients anywhere will get mentally depressed 
at times. We saw very little of that in Eastern Nigeria, 
where there was an excellent community spirit both at the 
main settlements and at outstations. The successful 
management of leprosy cases calls for much more than 
sound clinical experience: it needs a special kind of 
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love from all who attend them. It was an inspiring sight 
in Eastern Nigeria to see that not only did the patients 
need the leprosy service, which consists of government 
and native authority officers, missionaries, BELRA workers, 
and Toe H workers, but that these people needed the 
patients ; and the one thing a leprosy patient needs is to 
be needed. 

Dr. Jopling implies in his letter that he has a number 
of advanced lepromatous cases under his care, and he 
states that the need for more research into newer and 
better methods of treatment is vital and urgent. He 
may be right, but I think he will find that among most 
leprologists today there is a feeling that the need for early 
diagnosis and early treatment is even more vital and 
urgent. 

Post cf Spain. M. G. Corcos. 


CHILDREN’S HOSPITAL TO BE CONVERTED? 


Sir,—I have followed this correspondence with great 
interest. Having been associated with three children’s 
hospitals for many years, I can confirm that the number 
of beds required therein has gradually diminished over 
the years, and very considerably recently. It is therefore 
obvious that hospital administration must transfer some 
of these beds to use by adults since the waiting-lists 
of such cases are very considerable. 

The ideal is to amalgamate some of the children’s 
hospitals; to maintain a children’s block, with con- 
valescent home, in the larger hospitals, especially the 
teaching ones; and to ensure that the consultants are 
interested in the treatment of the child from adolescence 
up to and including adult life: the patient is the same 
individual whatever his age, and has a greater regard 
and affection for the consultant who has known him since 
the days of his childhood. 


London, W.1. B. WuitrcuurcH Hower, 


IMPOTENCE 


Srr,—I must confess to disappointment that none of 
the Knights of King @dipus advanced to your columns 
to parry my blow, particularly as your correspondents, 
and still more those who wrote direct to me, seemed to 
think I was pretty well on target. Naively, I expected 
someone to write and tell you I was wrong; that 
impotence was really due, for example, to a man’s hating 
his father, and could be better treated by other means. 
I even hoped that after this interval someone might have 
tried my suggestions, and either endorsed them or 
challenged me to prove them. 

But the opposition is more subtle and for that reason 
far more dangerous. I cannot describe it better than by 
quoting from an article on impotence in the Practitioner." 
There impotence is not related to the @dipus complex 
or any other definite psychopathology but instead, as 
it were, three Furies—Guilt, Anxiety, and Apprehension 
—are invoked and a stately ritual of examination and 
reassurance prescribed by which they may be exorcised. 
That the examination is only a ritual the writer makes 
plain in a paragraph which begins: ‘“‘ There will still 
remain some patients in whom, despite the lack of other 
symptoms of overt emotional illness, the practitioner is 
left with the conviction that impotence is merely the 
presenting symptom of a serious and deep-seated neurosis 
or personality problem.’’ The delicacy and sureness of 
touch needed to give reassurance in these circumstances 
must indeed be great. 

I know I am to blame (by leaving the letters p.P.m. 
after my name) for Dr. Foss’s accusation (Jan. 29) that 
I employ a psychiatric technique. But I decided it was 
less misleading than omitting the letters. Anyhow 
Dr. Foss must know that a D.P.M. is an alienist’s qualifica- 
tion and the gentlemen holding it are realists struggling 


1. Stafford-Clark, D. Practitioner, 1954, 172, 397. 


gallantly under an archaic organisation with some of the 
hardiest problems in medicine. 

Finally, may I say how grateful I am for the encourage- 
ment I have had from all who have written to me ? 


J. F. 
CANCER CLUES 


Sir,—Arising out of your annotation of Feb. 19 it may 
be of interest to record that in a recent discussion with 
the medical staff of the hospital in Sulaimaniya, which 
is the principal centre for an urban population of 60,000 
and the province of 250,000, the doctors mentioned that 
they saw very little cancer of any kind, except rodent 
ulcer which is common. This statement was confirmed by 
a German woman gynecologist of long experience, who 
has been working in the area for the past two years, and 
who said that. cancer of the cervix and body of the uterus 
is rare. In their view the explanation was to be found in 
the diet of the Kurds. The surgeons, who were men of 
great clinical experience, could recall only one case of 
cancer of the lung, and they did not think that they were 
likely to miss this condition ; for, although post-mortem 
examinations are relatively rare, they are well equipped 
for diagnosis and are on the look-out for it. If it is true 
that there is practically no cancer of the lung, then I 
think that some other explanation than cigarette-smoking 
must be found, for nearly everyone I saw, both men and 
women, smoked cigarettes heavily. 


Department of Human Ecology, 


University of Cambridge. A. LESLIE Banks. 


CIRCULATION OF THE UTERINE WALL IN 
PREGNANCY 


Srr,—Dr. Morris and his colleagues (Feb. 12) have done 
a service to obstetrics by demonstrating the variations 
in the circulation of the blood in the wall of the uterus 
during pregnancy. Such estimations made simultaneously 
with observations of experimental psychiatrists and 
biochemists may solve many problems. 

To the pure clinician, laboratory observations are of 
value inasmuch as the bedside application of procedures 
formulated from new concepts aid in the perfection of 
physiological function or relief from pathological states. 

Whether toxemia is due to one or more of the host of 
its theoretical causes, I am unable to say, but certain 
simple observations relating to both myometrial circula- 
tion and the incidence and control of toxemia may be 
of interest. 


Ample blood-supply is the first principle of physiological 
efficiency. The most potent cause of relative visceral ischemia 
is cortico-thalamic in origin through activity of the sympa- 
thetic nervous system. In defence emotions, selective and 
purposeful stimuli inhibit the circulation of viscera not 
concerned with defence, but augment the circulation in organs 
and structures responsible for maximum effort in combat or 
escape.! This selective activity of the sympathetic nervous 
system may account for the injured trophoblast or the 
ischemic decidua before hypertension is established. 

Observations upon uterine behaviour under the influence of 
emotional stress disclose a high incidence of dysfunction of 
all types. Associated with these were evidences during labour 
of a relative ischemia diagnosed on the basis of Lewis’s 
observations.? The appearance of anoxemia of the infants at 
birth was without reason to suspect intracranial pressure or 
maternal narcosis as a cause. 


These and other observations prompted the initiation 
of a programme designed to enhance the visceral blood- 
supply.* There were three simple approaches to this 
objective : 

(1) Correct breathing to develop maximum habitual intake 
of oxygen. (Not one woman in a hundred breathes properly.) 
This includes adoption of good posture and carriage. 
1.¢€ G. W. Origin and Nature of the Emotions, London and 

Philadelphia, 1915. 


2. Lewis,.T. Arch. intern. Med. 1932, 49, 713. 
3. Dick Read, G. Revelation of Childbirth. Lond 1942. 


h 

it 
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(2) Tensing and relaxing muscles performed without rea 
or exaggeration. This is known to increase the surge of blood 
through muscles, and its influence upon the digestion and the 
bowels strongly suggests some form of visceral activity resulted 
from these exercises. 

(3) Elementary education in the changes and events of 
pregnancy and parturition, giving confidence and removing 
most, if not all, anxiety about childbirth. This resulted in 
general and physical improvement and, by allaying of fears, 
minimised the constrictor influence of the sympathetic upon 
the visceral blood vessels. 

The value of such measures cannot be estimated with 
the certainty of laboratory experiments, for obviously 
they may be associated with a variety of causes and 
effects. Toxzmia and pre-eclamptic symptoms rarely 
develop under this régime sufficiently to demand active 
interference. No absolute conclusion can be drawn from 
these observations but they may emphasise the possibility 
of a multiple or general origin of toxemia as opposed to 
a primary visceral or focal cause. 

A woman of 27, .who lost 3 babies between twelve and 
twenty weeks’ gestation with marked hypertensive pre-eclamp- 
tic symptoms, started this régime in part before her fourth 
pregnancy, and with the exception of limb-moving exercises 
the whole programme was adopted soon after she missed a 
period. Her diastolic blood-pressure had remained around 
80 mm. Hg, and there was a faint cloud of albumin but no 
casts in the urine. She was on a minimal NaCl diet and all 
went well until the thirty-fourth week when albumin and 
blood-pressure incred@éed and some cedema appeared. On 
admission to hospital she was treated with confident, com- 
panionable encouragement and reassurance and started to 
improve at once with no other treatment. At thirty-seven 
weeks she came into labour spontaneously and was delivered 
calm and relaxed without drugs, analgesics, or episiotomy. 
She stated she had no discomfort that needed analgesia and 
refused it when offered. She watched her 4 lb. baby born ; it 
was a toxic premature type, but owing to the nature of her 
labour cried lustily immediately and adjusted its general 
metabolism without difficulty. I was fortunate in obtaining, 
with her consent, a colour film of her labour and delivery, and 
her breast-fed baby of three weeks old. This was one of several 
toxzmias of varying intensity which reacted in this way to 
the same procedures. 

Later I was travelling in South, Central, and East 
Africa studying childbirth in the tribes uninfluenced by 
modern science or European interference. In the two 
hundred-odd tribes and subtribes of whom I obtained 
information, I observed that the posture and carriage of 
women ensures breathing far more efficient than in cul- 
tural societies. Relaxation and muscle tension are natural 
to their way of life. They have no fear of childbirth but 
welcome pregnancy as a gift from their spiritual ancestors 
and labour as a joyous achievement though sometimes 
hard work. Most of them are instructed in childbirth by 
experienced women teachers who assist and never leave 
them during labour. Except for one or two quite degen- 
erate tribes and others who had become urbanised by 
association with Europeans, the African woman appeared 
to me to be an excellent example of all I had taught as a 
means of avoiding dysfunction in pregnancy and child- 
birth. 

Amongst the African women eclampsia is extremely 
rare and in some of the Central Congo tribes we found it 
had never been known to occur. This was equally true 
at al) altitudes and amongst the badly and the well- 
nourished people, the vegetarians, blood drinkers, and 
mixed-food eaters. It applied in the same measure to 
Bantu, Hamitic, Nilotic, and mixed races who live tribal 
lives in remote areas where the white man does not live 
or rarely visits. 

I offer these observations, Sir, as an appreciation of 
the clinical importance of the work of Dr. Morris and his 
colleagues upon the circulation of the blood in the wall 
of the pregnant uterus, but I believe that the final 
answer to the problem of toxemia of pregnancy, as well 
as dysfunction of the uterus, will only be found by the 
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colvdination of all branches of science in the study of 
human faculty and function. 


Petersfield, Hants. GRANTLY Dick READ. 


COLD BATHS 

Str,—At this school cold baths have up till now been 
compulsory every morning of the year. It has been 
suggested that this practice should be changed, and in 
the course of discussion an important point has arisen 
on which we felt that it would be wisest to take an 
impartial outside opinion. We wondered whether any 
of your readers could suggest, roughly, what would be 
a suitable lower air-temperature in the bathroom. (There 
are no considerations of heat or draughts to be taken 
into account.) Perhaps this lower limit we are looking for 
might be defined as the point when the various risks from 
exposure and the unpleasant shock begin to outweigh the 
‘** healthiness ’’ and the power of waking one up that is 
claimed for them. 


Bedales School, 


Petersfield, Hants. JOHN VINCENT. 


HENRY WADE 
Kt., C.M.G., D.S.O., M.D. Edin., F.R.C.S.E. 


Sir Henry Wade, past president of the Royal College 
of Surgeons of Edinburgh and an honorary fellow of the 
English, American, Australasian, and Irish Colleges, died 
in his Edinburgh home on Feb. 21, at the age of 78. 

A son of the Rev. George Wade of Falkirk, he was 
educated in Edinburgh at the Royal High School and 
the university, where he graduated M.B. with first-class 
honours in 1898. The following year the South African 
war broke out and it was not long before his adventure- 
some spirit prompted him to volunteer for active service 
as a civil surgeon attached to the British Field Force. 
After eighteen months, the last eight of which were 
spent in sole charge of the 
surgical beds in a military 
hospital in Pretoria, he re- 
turned to Edinburgh where 
for a year he was demons- 
trator in anatomy at the 


university. At this point, 
however, he broke with 
tradition, in that when 


someon as clinical tutor to 
F. M. Caird, then regius 
of clinical surgery, 

e forsook anatomy to study 
pathology, believing that a 
wide knowledge of this sub- 
ject was of paramount 
importance to a _ surgeon. 
Such was his reputation as 
a pathologist, that when 
he was elected to the fellow- 
ship of the Royal College of 
Surgeons of Edinburgh in 
1903, he was appointed con- 
servator of the college museum the same year; and 
he continued in this office for seventeen years. 
He began his pathological researches by studying 
the xtiology of carcinoma, and he published several 
papers on this subject in our columns in 1904. In 1907 
he was awarded a gold medal for his M.D. thesis on infec- 
tive sarcoma of the dog. In 1906 he temporarily 
resigned from clinical work on his appointment as 
assistant pathologist to the Royal Infirmary, and for the 
next two years he performed the post-mortem examina- 
tions on virtually all cases sent from the surgical wards 
of the hospital. 

Wade was appointed assistant surgeon to Leith 
Hospital in 1908 and to the Royal Infirmary in 1909. 
At this time the extramural school was flourishing, and 
from 1906 onwards he was for many years much in 
demand as a lecturer in surgery and surgical pathology 
both to students and to postgraduates. Gradually his 
interest in the pathological and clinical aspects of urology 
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maintained that he was first and foremost a general 
surgeon. In 1913 he published his classical paper on the 
pathological changes of. prostatism, illustrating his argu- 
ments with many whole sections taken from blocks of 
the entire gland with the surrounding tissues. This 
work helped materially to advance the surgical treatment 
of all forms of prostatic disease, and many of his 
illustrations were later used by his friend Hugh 
Young of Baltimore in his monumental textbook of 
urology. 

On the outbreak of war in 1914, Wade took command, 
ks a captain, of the Scottish Horse Mounted Brigade 
field ambulance, to which he attracted many of his 
students. Later, at Suvla Bay in Gallipoli, his “ shell- 
operating-theatre close to the front line became 
egendary among the troops. In 1916 he was appointed 
onsulting surgeon to the Egyptian Expeditionary Forces 
ommanded by General Allenby. In recognition of his 
yuutstanding services in the field he was twice mentioned 
n despatches, promoted to full colonel, and appointed 
p.S.O. in 1918 and c.M.G. in 1919. 

Returning to Edinburgh in 1919 he quickly took up 
he reins again, and in 1924 he was promoted to the 
senior staff of the Royal Infirmary as surgeon-in-ordinary. 
iven before this he had gained an international reputa- 
ion, and many visitors from all over the world went to 
see his work. He continued with research, now more 
nlong clinical lines, and published many papers of practical 
nportance to the advancement of urological surgery, 
ncluding some on _ vesical exclusion and _ ureteral 
ransplantation. 

He retired from the Infirmary in 1939 at the end of 
his statutory period of fifteen years’ service, but yet 
nother war brought him immediately back into harness 
nd for the next five years he continued in active practice 
consulting surgeon to Bangour E.M.S. Hospital. 
flere his administrative and organising genius was of 
he greatest value to the hospital and to the Department 
pf Health. 

In the 30s Wade travelled widely, at the invitation of 
urgical societies and colleges, as lecturer and as official 
»presentative of the Edinburgh college. He was awarded 
he honorary fellowship of the American College of 
surgeons in 1930, the Australasian college in 1935, the 
rish college in 1936, and the English college in 1943. 
le was created a knight in 1946. On Dec. 16, 1953, a 
linner was given in his honour by the president and 
pouncil of his own college, in recognition of fifty years of 
fervice in office. Besides acting on many committees 
tnd subcommittees, and as an ambassador for the college 
tt home and abroad, he was a member of the president’s 
ouncil from 1925 onwards, he was president from 1935 
© 1937, and from 1943 to 1953 he was the representative 
n the General Medical Council. When he retired the 
President of the Council wrote of these ten years : 


‘** Sir Henry Wade rendered notable service on the education 
ommittee when the revision of the curriculum was under 
lebate; and on the Executive Committee and in the 
hisciplinary business of the Council his cautious judgment 
ras of great assistance. . . . His colleagues will long remember 
is shrewd comments on matters both educational and moral, 
* happy social interests and attractions, and his unfailing 
nse of humour.” 


R. L. 8., to whom we are indebted for this record of 
Jade’s career, writes in conclusion : 
‘“A fervent lowland Scot and always an individualist in 
ought and deed, he conformed to no pattern provided by 
is seniors. He drove himself hard throughout his working 
e, and though he had a reputation for some measure of 
ascibility, yet at heart he was the kindliest of men, always 
illing and ready to help and advise his juniors. He set the 
ighest standards for himself in his work and truly earned 
he right to be considered as the father and leader of modern 
prological surgery in Scotland. 

“Sir Henry was not an active sportsman, but found an 
utlet for his energetic spirit in travel and latterly in horti- 
ulture. He was a man with green fingers, and the garden 
t his lovely 17th-century mansion-house of Pilmuir became 
ne of the show places of East Lothian. An ardent student 
f literature and verse, he could recite at length from the 
rorks of the national bard of Scotland, while his knowledge 
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In 1924 he married Marjorie Fraser-Tytler, of Wood- 
houselee, Midlothian. She died in 1929. 


CECIL JOHN ALEXANDER WOODSIDE 
M.B. Belf., F.R.C.S.I. 


Mr. C. J. A. Woodside, senior surgeon to the Royal 
Victoria Hospital, Belfast, died at his home on Feb. 14. 

He was educated at Ballymena Academy, and at Camp- 
bell College and Queen’s University, Belfast. In 1917, 
after graduating M.B. with first-class honours, he 
volunteered for the R.A.M.C. and served in East Africa 
till 1919. After demobilisation he held house-appoint- 
ments at the Royal Victoria Hospital, later becoming 
surgical tutor and surgical registrar. In 1921 he was 
appointed demonstrator in anatomy at Queen’s 
University, and later he served asa surgical specialist to the 
Ministry of Pensions and as resident medical officer in 
the Ulster Volunteer Force Hospitals in Belfast. He 
took his F.R.c.s.1. in 1925, and the same year he became 
assistant lecturer in operative surgery in Queen’s 
University—a post which he held until 1928, when he 
was appointed lecturer in surgical anatomy. In 1933 
he joined the staff of the Royal Victoria Hospital. From 
its inception in 1948 he served with the Northern Ireland 
Hospitals Authority, and he put in a great deal of the 
groundwork in the early days of the health service. His 
hospital work was not confined to the wards. He took 
a wide interest in the conditions of the staff, and during 
the late war he was chairman of a ministry commission 
on the conditions and pay of the nursing profession in 
Northern Ireland. 

W. S. B. writes: ‘‘ Though Woodside was a general 
surgeon his main interest centred in urology, on which his 
opinion was widely sought. He was also a dexterous 
r~ iggy in all abdominal work, of which he did a great 

eal. 

‘““He had little leisure, but he was interested in 
literature and in modern art, particularly industrial 
design. He was also an expert and keen gardener. In 
earlier years he used to sail on Belfast Lough. In many 
ways he was a retiring man, but he was a guod friend to 
those who had the fortune to know him well. He will 
long be remembered by many generations of students 
whom he taught at all stages of their university career 
and by the nursing staffs on whose behalf he did so much 
good work.”’ 


GREER EDMUND MALCOMSON 
M.D. Lond., M.R.C.P. 


Lieut.-Colonel Greer Edmund Malcomson, who for 
many years held the chair of medicine in the University 
of Madras, died on Jan. 24 at the age of 76. 

The fifth son of James Malcomson of Belfast, he 
belonged to a well-known Irish Quaker family. He 
was educated at Bootham School, York, Owens 
College, Manchester, and Guy’s Hospital. After graduat- 
ing M.B. in 1902, he held house-appvintments at Guy’s, 
and he took the M.p. degree as well as the D.P.H. before 
joining the I.M.S. He served chiefly on the North West 
Frontier, and later was seconded for service in Llong- 
Kong. While there he retired from the I.M.S. on his 
appointment as professor of plNysiology in the New 


. University, but he rejoined the Service in 1915, and was 


posted to the gruelling campaign in Mesopotamia. 

In 1919 he returned to India and later transferred to 
the civil side of the I.M.S., when he was appointed 
physician to the government of Madras and professor of 
medicine with beds in the government general hospital. 
In 1924 the sight of both his eyes was seriously affected 
by bilateral paracentral choroiditis, and he came home 
on sick-leave ; but the lesions cleared up, leaving him with 
useful vision in both eyes, and he was able to return to his 
duties in India. While in Madras he acquired a great 
reputation as a physician and established a large civil 
consulting practice. During study-leave in 1927 he 
obtained the M.R.C.P. 

After his retirement in 1931 he worked at King’s 
College, London, helping Prof. R. J. S. McDowall in the 

reparation of his book, Control of the Circulation of the 
Blood He checked with meticulous care the 7000 
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of [vegan to transcend all others, though he always stoutly of medical, political, and military history was profound. His 
life and work will long remain a stimulating memory.” 
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references which appear in the book. After this he 
undertook research. 

R. A. G. writes: ‘‘ Malcomson—Malky to his friends— 
was endowed with a charming personality. He had a 
quiet, modest, and unassuming nature, and was beloved 
by his many friends. He was deservedly respected and 
revered by his students and patients, many of whom con- 
tinued to consult him after his retirement, some even 
making the journey from India. When I visited India 
four years ago, I was impressed by the enthusiasm shown 
in many places whenever his name was mentioned, 
especially in Madras, where his skill and kindness are 
well remembered.” 

In 1906 he married Ida Mott, who had trained as a 
nurse at Guy’s [lospital, and she survives him. 


Sir CHARLES MARTIN 

L. W. H. writes: ‘‘ In your obituary of Charles Martin 
various tributes are paid to his independence of thougbt, 
which the following anecdote supports from another angle. 

“In 1905 on his journey to India, I was a fellow-passenger 
on 8.8. Caledonia and there was also a team of Sandow 
demonstrators going to demonstrate the virtues of physical 
culture. In some deck sports, organised to vary the monotony, 
was a tug-of-war, four-a-side ; and a team, consisting of Martin, 
two Indian Army officers, and myself was drawn against four 
of the Sandow people. Talking to Martin the evening before 
the event, I said I supposed those Sandow fellows would 
haul us round the deck. Martin said in effect: ‘ Not at all ; 
brain can prevail over brawn; all we have to do is to use 
our weight.’ Next.day he was proved right. I sat, or rather 
leaned, tight at the end of the rope and felt the strain to be 
critical for less than a minute; then it was we who hauled 
the other fellows. They were annoyed.” 


Appointments 


part-time 


DE SARAM, PHYLLIS M., M.B. Lond., F.F.A.R.C.8., D.A. = 
consultant anresthetist, Hampstead General He spital. 

FEARNLEY, G. SD. Lond., M.R.C.P.: consultant physician, 
North Gloucestershire clinic al areca 

Jones, E. R., M.R.C.8., D.P.M.: asst. psychiatrist, Mendip Hospital, 
Wells. 


McGovERN, JAMES, M.B. Glasg., D.P.H.: M.O.H., Thornaby-on-Tees 
and Stokesley, and asst. county M.o., Yorkshire. 
SrerHeEns. L. S., M.B. Birm., D.P.H asst. county M.O.H 


Worcestershire, and M.O.H. vitwich borough and Droitwich 
and Marley rural districts. 
Manchester Regional Hospital Board: 
CASHMORE, A. A., M.D. Lond. : 

Booth Hall Hospital. 

Fox, D. L., M.B. Manc., D.P.M.: 
Lancaster Moor Hospital. 
Hersert, F. J., M.p. Glasg., F.R.F.P.8.: whole-time consultant 
physiciar in geriatrics, Blac kburn ona district hospitals. 
HEFFERNAN, H. L., L.R.c.P.1., D.A.: whole-time asst. ansesthetist, 
Ashton, Hyde, and Glossop hospitals. 
O'HARE, BFRNARD, M.B.N.U.1L., D.M.R.D.: 

radiologist, Bolton and istrict hospitais. 


Colonial Medical Service : 


whole-time child psychiatrist, 


whole-time asst. psychiatrist, 


whole-time asst. 


W. M. K., M.B. N.U.1.: M.O., Uganda. 

Downes, P. W. E., M.B. Brist.: M.o., South Pacific health 
service, Fiji. 

FIELD, CONSTANCE E., M.D. Lond., M.R.c.P.: pediatric specialist, 


Singapore. 
GANGULI, P. K., M.B. Calcutta, D.of.R.D. 
Hacketr, E. M.B. Dubl., D.L.0. : 

Federation of Nigeria 


radiologist, Trinidad. 
senior specialist, 


Humepy, T. G., M.R.C.8. : medical superintendent, Barbados. 

LATHAM, M. C., M.B. Dubl.: M.0., Tanganyika. 

MacKINNON, ANNE E. C., M.B. Glasg., D.OBST.: M.O., northern 
region, Nigeria. 

MAJEKODUNMI, M. A., M.D. Dubl., M.R.C.P.1., D.C.H.: senior 
specialist, Federation ‘of Nigeria. 

Maney, W. A. W., F.R.C.S.E., F.R.F.P.S. surgical registrar 
(ort hopeedic), Singapore. 

SERLE, WILLIAM, 0.8B.E.. M.B. Edin., D.T.M.&H., D.P.H.: P.M.O., 
Southern Cameroons, Fede ration of Nigeria 

TRANTER, A. W., M.B. Lond., D.C.H.: M.O., Tanganyika. 

Trepway, C. C., M.B. : M.O., Kenya. 

Wrpe Lt, L. H., M.B.: M.o., Tanganyika. 

WYNTER-WEDDERBURN, L. E., M.B., M.R.C.P., D.C.H.: medical 


specialist —— s), Jamaica. 
Youne, K. D., M.R.0.8.: medical superintendent, Hargeisa Group 
Hospital, ‘Somaliland Protectorate. 
Younoerao, L. P., M.B. N.U.L, D.T.M.&H., 
Trinidad. 
Dr. James Hunter, whose appointment as M.o. in Tanganyika 
was announced in our issue of Jan. 15, has now declined the post. 


Births, Marriages, and Deaths 


DEATHS 


19, at Rivermead, 


M.P.H.: D.D.M.S., 


NUTTALL.—On Feb. Herts, 


Arthur Peel Nuttall, M.p. Lond., aged 


APPOINTMENTS—BIRTHS, MARRIAGES, AND DEATHS 
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‘Diary of the W Week 


MARCH 7 TO 12 
Monday, 7th 


MEDICAL ScHooL or LONDON, Ducane Road, W.12 
P.M. Prof. Melville Arnott: Fever in Disease. 
SocrETY 
8.15 p.m. (Royal College of Surgeons, Lincoln’s Inn Fields, 
W.C.2.) Prof. Clarence Crafoord (Stockholm): Intra- 
auricular Septal Defects. 


Tuesday, 8th 
UNIVERSITY OF LONDON 
5.30 P.M. (Westminster Medical School, Horseferry Road, S.W.1.) 
Academician W. . Engelhardt (Moscow): Mechano- 
chemistry of Muscle. (First of two lectures.) 
ROYAL Society OF MEDICINE, 1, Wimpole Street, W.1 
5.30 P.M. Experimental Medicine and Therapeutics. Mr. J. A. 
Aylwin, Dr. Denys Jennings, Dr. A. C. Dornhorst: 
Mechanisms at the _ wer End of the Qscphagus. 
Psychiatry. Prof. Querido: The Amsterdam Psy- 
chiatric First-aid ea and some Proposals for New 
Legislation. 
St. Mary’s HosprraL MEDICAL ScHooL, Paddington, W.2 
5PM. Dr. James Walker: Postmaturity and Foetal Anoxia. 
a OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 


5.30 P.M. Dr. Phyllis Wade: Radiotherapy of Skin Cancers. 
(First of two lectures.) 
CHELSEA CLINICAL SOCIFTY 
8.30 p.m. (Rembrandt Hotel, Thurlee Place, S.W.7.) The 
of Coventry, Dr. Ernest Claxton: Divine Healing and the 
Medical Profession. 
UNTVERSITY OF BRISTOL, Bristol, 8 
30 P.M. Mr. . Seott Stevenson: The New Outlook in 
Otolaryngology. (Patrick Watson-Williams lecture.) 
MANCHESTER MEDICAL SOCIETY 
8 P.M. (Medica! School.) Surgery. Mr. Ambrose Jolleys: Surgery 
of the Newborn. 


Wednesday, 9th 
UNIVERSITY COLLEGE, Gower Street, W.C.1 
5.30e.m. Dr. C. R. Skogiund (Sto ¢kho! Functional] Organisa- 
tion of Spinal Interneurones. (First om two lectures.) 
ROYAL ary TE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 


Place, W. 
3.30 P. Dr. ace : Medical Aspecte of Child Care. 


or DERM 
30pm. Dr. R. 
Tissues, 
sey oF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 


Otitis Media— Experimenta} 


8 P.M. 


Mycotic Infections of Subcutaneous 


5.30 P.M. Dr. Imrich Friedmann : 
and Human. 
UNIVERSITY OF OXFORD 
5 ¢.M. (Radcliffe Infirmary.) Prof. C. A. Wells: Experimenta 
Approach to Surgical Problems. (Litchfield lecture.) 
Dr. Study of Anthrax. 


4.30 p.m. Pathology. D. G. Evans: 


Thursday, 10th 
RoyaL COLLEGE OF SURGEONS OF ENGLAND 
5 P.M. _ Prof. Gilbert Causey: Place of the Vascular Supply in 
re spas and Regeneration of Peripheral Nerve. (Hunterian 
lecture. 
UNTVERSITY OF LONDON, Senate House, W.C.1 
Prof. P. Curare Alkaloids. 


5.30 P.M. Karrer (Ziirich) : (First 
of two lectures.) 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. Wade: Radiotherapy of Skin Cancers. (Second 


of two lectures.) 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 p.m. Mr. Donald Young: Surgical Aspects of Male Infertility. 
Mr. F. C. Dwyer: Suppurative Arthritis of the Hip-joint 
in Childhood. 
UNIVERSITY OF ST. ANDREWS, Medical School, Small’s Wynd, Dundee 
5 p.m. Dr. C. Swanson: Review of Carcinoma of the Breast 
in the Eastern Region. 


Friday, 11th 
UNIVERSITY OF LONDON, Senate House, W.C.1 
5.30 p.m. Professor Karrer: Curare Alkaloids. (Second of two 
lectures.) 
UNIVERSITY COLLEGE 
5.30 P.M. Dr. Skoglund: Functional Organisation of Spinal 
Interneurones. (Second of two lectures.) 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4pm. Dr. Wilfrid Oakley: Peripheral Vascular Disease. 
or SURGEONS OF ENGLAND 
5 P.M. . Poole Wilson: Tumours of the Bladder. 
5.30 pM. Dr. Brian Russel]: Benign Tumours of the Skin. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
3.30 Dr. Friedmann: Basis of Chemotherapy in E.N.7. 
Disease. 
RoyaL Faculty oF AND SURGEONS OF GLASGOW, 
242, St. Vincent Stre 
5p.M. Dr. Thomas : Antibiotics. 
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“Notes and News 


MUSIC FOR THE MENTAL PATIENT 


Mostc evokes such diverse and inexplicable responses from 
the mentally sound that few would feel justified in predicting 
its effects on the mentally sick. Yet from ancient times 
music has been prescribed therapeutically, and considerable 
benefits from its use have been recorded. Mr. Frank Howes, 
music critic of the Times, in a Cantor lecture to the Royal 
Society of Arts on Feb. 21, recalled some of these occasions 
—as when David played before Saul, Galen prescribed music 
for snake-bite, and Farinelli sang to Philip V of Spain. But 
he is more interested in modern musical prescriptions, and 
tackles in a workmanlike manner the question: ‘* What sort 
of patients, suffering from what sort of diseases, can be healed 
by what sort of music ?” 

The mere formulation of the question, as he points out, 
shows that it cannot be settled by scientific method: there 
are too many variables. That it has some effects—occasion- 
ally violent effects—is undisputed; but those who use it 
most enthusiastically are not necessarily those who have 
studied these most closely. Dr. Licht, in his book Music in 
Medicine, advocates light music and plenty of it, plainly 
declaring his conviction that “‘ bad music is better than good 
for hospital purposes.” For patients with arteriosclerotic 
psychosis he prescribes ‘‘ old-time favourites played softly for 
several periods daily.” But this is in America; those who 
arrange gramophone recitals and concerts for English mental 
patients do not find, Mr. Howes said, that the endless repeti- 
tion of old favourites is at all appreciated. They agree that 
some familiar airs in the programme are desirable, enabling 
the patients to accept unfamiliar items more readily ; but 
they also find, as might be expected, that mental patients 
cannot listen for very long, because their attention is less 
persistent than that of normal people, and they cannot attend 
even for a short time to anything too complex, because their 
powers of concentration are poor. 

The late Dr. Mitchell, a member of the Council for 
Music in Hospitals, made some controlled experiments at 
Warlingham Park Hospital, and these have been continued 
and extended by Dr. A. Zanker. Dr. E. Cunningham Dax, 
too, made a study at one time in which music was combined 
with graphic art: he played music to a group of patients 
and asked them to paint their impressions. The pictures 
generally showed either depression or elation: Mahler’s 
Adagietto released in one patient so much despair that he 
flung his picture from him and rushed from the room, whereas 
Britien’s Variations on a Theme of Purcell produced general 
elation. Perhaps the most remarkable result was that pro- 
duced by Mendelssohn’s Overture to a Midsummer Night’s 
Dream: 13 patients out of 17 painted scenes of violence 
—robberies, fires, a train accident, a ship in a storm, a war 
scene, a murder, and a suicide. How surprised Mendelssohn 
would have been. 

The gramophone record, which allows of repetition and 
eliminates fluctuations in performance, is a useful piece of 
equipment for those studying the effects of music, and has 
enabled them to classify listeners into types. Mr. Howes 
himself favours four types, but for the purposes of medicine, 
he says, three will do: Cecilians, who are susceptible to pure 
sound ; Dionysiacs, in whom the response is emotional ; and 
Apollonians, the “ purely musical.” Roughly this means 
that the response to music is a sensuous, an emotional, or an 
intellectual experience. In hospitals it is the emotional 
response that matters, for the release of emotional material 
by the music may relieve the patient and make him more 
accessible to psychotherapy. As Dr. Mitchell put it: “In 
psychotherapy emotional experiences are of primary import- 
ance, and it was these, rather than conscious intellectual 
discussions, that we wished to foster in talking with patients 
about the music they had heard.” 

As Mr. Howes admits, musical therapy is still largely 
empirical in its methods and incalculable in its results; but 
it is none the worse, he thinks, for that. Medicine, like music, 
is an art, and both are “ recalcitrant to scientific method.” 


AIDS FOR THE DISABLED 


Or all the consequences of physical disability, loss of 
independence is often the most feared and resented. To offer 
a disabled person a helping hand is—as we are sometimes 
acutely aware—to remind him yet again of his misfortune ; 
hence the fullest advantage must always be taken of those 
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devices which help to promote a sense of self-reliance. With 
this in mind, the British Red Cross Society held last week 
at their London headquarters an exhibition designed to 
illustrate the large variety of inexpensive but effective aids 
now available for use by the disabled. Many of these are so 
simple that they can readily be constructed at home, yet their 
value to patients is often incalculable. Especially will women 
afflicted with severe arthritis welcome any device that enables 
them to perform their own toilet ; and the exhibition included 
many such appliances, ranging from long-handled combs, 
toothbrushes, and lipsticks (for those unable tc raise their 
arms) to a remarkably effective “‘ stocking puller-on ” (for 
patients with limited flexion of the spine). Among the most 
exasperating of minor disabilities is that involving a defective 
grip, yet this may often be overcome by the simple expedient 
of padding the handles of implements with cotton-wool and 
binding them firmly with adhesive tape; and a corrugated- 
rubber mitten enables these same patients to carry out easily 
the otherwise temper-trying process of turning door-handles. 
One-armed patients usually acquire remarkable dexterity 
in the other limb, but there remain many activities which 
their disability must render difficult or impossible. Aids for 
such patients include a useful universal tool (somewhat similar 
to those comprehensive implements beloved of schoolboys), 
a playing-card holder, and a highly ingenious knitting- 
machine. For armless or paralysed patients several firms 
now produce electrical devices which, when a knob is pressed 
with the chin, turn over the pages of a book; one of the 
models on show combines such a device with an apparatus which 
projects a picture of the page on to a nearby screen—an 
arrangement of obvious value to invalids unable to sit up. 
Thanks to the new materials now available (in particular 
the plastics and light alloys) almost all these devices are not 
only functionally efficient but pleasant to look at—an aspect 
which disabled people are often specially quick to appreciate. 


AN UNBREAKABLE SYRINGE 


THE advantages of an unbreakable syringe are obvious. 
The ‘ Atlas’ syringe, which is made of translucerit nylon, is a 
considerable step forward in this direction. Its barrel and 
nozzle are in one piece, and the interchangeable plunger fits 
loosely in the barrel, being rendered leak-proof by an elastic 
piston-ring fitted very close to the end of the plunger. This 
syringe gave better results under vacuum than any more 
conventional syringe tested. The plunger is hollow, and the 
handle can be unscrewed so that spare needles, &c., can be 
accommodated inside it. The eccentric nozzle is so constructed 
that if a Luer mount is required one simply cuts off the 
Record extension of the Luer mount. The makers claim that 
this syringe withstands boiling water indefinitely and auto- 
claving at 120°C, but presumably 160°C in the hot-air oven 
would damage it. Prolonged immersion in solutions of phenol 
or its derivatives may be harmful. Although the makers 
say that the absence of soldered parts “ eliminates crevices in 
which matter can lodge,’’ the pisten-ring groove in the 
plunger is just such a crevice ; but this ring is easily removed 
for cleaning. The graduations are moulded on the surface of 
the barrel and should therefore be permanent, and the whole 
assembly is remarkably light. Provided that it does not 
become opaque with use, this syringe should prove an advance 
on older types—although many would no doubt prefer one 
that can be dry-sterilised at 160°C. The distributors are 
Messrs. Chas. F. Thackray Ltd., 10, Park Street, Leeds 1. 
Prices range from 9s. 6d. for the 3-ml. size to 15s. for the 
20-ml. size. 


FOOD FOR SIC K CHILDREN 


THE proper feeding of sick children is often a worry to the 
doctor especially when the child is nursed at home. So the 
second edition of Great Ormond Street’s concise guide,! is 
likely to have a wide appeal. It gives useful general advice 
on the selection and serving of food for children, and diets 
for fevers, convalescence, postoperative needs (including 
tonsillectomy), nephritis, diabetes, and obesity. Of the 15 
pages 3 are devoted to gluten-free diets for use in coeliac 
disease. The need for additional protein in long-continued 
fevers and after trauma is properly stressed. On the other 
hand there are points at which the booklet seems to be open 
to criticism. The revision of the text has perhaps been 
over-hasty, for the section on diabetic diets still refers to the 
child’s “ rations.’ (Incidentally the diabetic diet appears to 


1. Diets for Sick Children. 2nd ed. Hospital for Sick Children, 
Great Ormond Street, London, W.C.1. 1954. Pp. 15. Is. 
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be planned on the outmoded principle of observing ae 
hydrate-protein-fat ratios.) Again was it necessary to retain 
a ketogenic diet ? And it is perhaps a pity that only one 
proprietary brand of milk products should be recommended 
when others equally good are on the market. 


DOCTOR IN CAPTIVITY 


Colonel K. P. MacKenzie, who had served in the R.A.M.C, 
since 1914, was A.p.M.s. of the 17th Indian Division when he 
was captured by the Japanese at the Sittang bridge in Burma, 
in February, 1942. He spent a few months in Moulmein jail 
and was then transferred to Rangoon jail, where he was the 
senior medical officer until his release nearly three years later. 
His account! of the conditions which he and his fellow- 
prisoners endured in Japanese hands—overcrowding, long 
stretches of solitary confinement, inadequate food and water, 
rudimentary medical supplies and sanitary facilities, and the 
sufferings imposed by the arrogance and insensate sadism of 
their captors—makes grim reading, but is inspiring in its 
unemphatic portrayal of the quiet heroism of British officers 
and men under physical and mental stresses almost unendur- 
able even to read about. This book, which is claimed to be the 
first about the late war by a serving medical officer, should 
hearten any young doctor who doubts the usefulness and 
scope of a medical career in the Forces. 


ELIZABETH TUDOR 

Sir Arthur MacNalty has written an authoritative bio- 
graphy of Queen Elizabeth I,? in which he includes medical 
details—though these are few compared with those in his 
previous biography of Henry VIII. Medical readers will be 
partic ularly interested in the chapter on “* the Queen’s medical 
case-sheet,’’ and in the short biographical notes on fourteen 
of her physicians. There is also a list of twenty kings, princes, 
and noblemen whose suits for the Queen were seriously put 
forward and considered. Queen Elizabeth was subject to 
attacks of migraine from childhood. In 1553, at the age of 
20, she had an illness which seems to have been scarlet fever, 
and which left her with acute nephritis. This troubled her 
for about two years, but did not prevent her from being 
imprisoned in the Tower. She recovered completely and never 
showed symptoms of the chronic form of the disease. She 
developed smallpox in 1562 and “ was all but gone.”” She had 
chickenpox in 1572 and whooping-cough in 1580. In 1569 
she had an open ulcer above the ankle which prevented 
her from walking. The French Ambassador said she would 
not live long, and the future King Henri IV told his mother 
that he would not consider marrying her, because “‘ she was 
not only an old creature, but had a sore leg.” The ulcer seems 
to have lasted about nine years. She also had attacks of 
““the Mother ’’—a term used for hysterical fits “ because it 
seizeth upon women, though men too, have something like 
it.’ On one occasion she was “ for four hours speechless, and 
as if dead in a swoon.’ She was short-sighted and suffered 
from indigestion, toothache, and pelvic disorders. Her final 
illness in 1602 was probably a streptococcal infection of the 
throat, but the information is scanty. 


University of Cambridge 

On Feb. 19 the following degrees were conferred : 

M:B., B.Chir.—D. M. Surrey Dane. 

M.B.—W. S. Ogden. 

Dr. R. N. Salaman, F.R.s., has been elected to an honorary 
fellowship of Trinity Hall. 


University of Hull 
On July 19 the honorary degree of D.sc, will be conferred 
on Lord Adrian, 0.M., P.R.S. 


Nutrition Society 

On Saturday, March 12, at 10.45 p.m., at St. Mary’s Hos- 
pital Medical School, London, W.2, Dr. H. E. Magee will 
take the chair at a symposium on Alcohol and its Nutritional 
Significance. The speakers will include Prof. E. M. Jellinek, 
Dr. J. Trémoliéres, Dr. E. Le Breton, Dr. L. — heff, 
Dr. Miles Weatherall, Dr. H. M. Sinclair, Prof. B. S. Platt, 
and Mr. A. Ww. Ww ikinson. 


1. Operation Rangoon Jail. 


By Colonel K. P. 


c.retd. London: ‘Christopher Johnson. 1954. Pp. 201. 

2. Elizabeth ARTHUR SALUSBURY MACNALTY, K.C.B., 
xfd, C.P., F.R.C.8. London: Christopher 
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British Congress of Obstetrics and Gynecology 
Applications for membership of this congress, which is to be 

held in Oxford from July 27 to 30, should be sent without 

delay to the hon. secretaries, Radcliffe Infirmary, Oxford. 


European Hematological Society 

The fifth congress of this society will be held in Freiburg 
im Breisgau from Sept. 20 to 25. Further particulars may be 
had from Dr. A. Piney, 152, Harley Street, London, W.1. 


Institute of Dermatology 

The sixth of a series of semi-permanent exhibitions is 
being held at the Institute, Lisle Street, London, W.C.2, from 
March 4 to 25. It has been arranged by Dr. H. Haber and 
is on Benign Tumours of the Skin. 


International Fertility Association 

The Second World Congress on Fertility and Sterility 
will be held from May 18 to 26, 1956, in Naples. Further 
particulars may be had from Dr. G. I. M. Swyer, Obstetric 
Hospital, University College Hospital, Huntley Street, W.C.1. 


Institute of Psychiatry, London 

On Thursday, April 14, at 5.30 P.m., at the Maudsley 
Hospital, Denmark Hill, 8°E.5, Prof. H. McIlwain will give 
a lecture on Maudsley, Mott, and Mann on the Chemical 
Physiology and Pathology of the Mind. 


Postgraduate Course in Radiology and Radiotherapy 
The Faculty of Radiologists will hold a postgraduate course 
in diagnostic radiology and radiotherapy at the Royal College 
of Surgeons, London, W.C.2, on Saturday and Sunday, 
March 19 and 20. Further particulars may be had from the 
secretary, 45, Lincoln’s Inn Fields, London, W.C.2. 


Postgraduate Course at Cardiff 

A course for general practitioners is to be held at the 
Cardiff Royal Infirmary and Llandough Hospital from April 25 
to May 7. Further particulars may be had from the secretary, 
Welsh National School of Medicine, 34, Newport Road, 
Cardiff. 


C.M.F./M.E.F. Army Physician’s Reunion 

The tenth annual dinner will be held at Simpson’s-in-the- 
Strand, London, W.C.2, on Saturday, April 2. Further 
particulars can be had from the hon. secretary, Dr. A. Willcox, 
59, Harley Street, W.1. 


South West Metropolitan Region 

A chest diseases group has been formed in the eastern area 
of this region, under the presidency of Dr. W. J. Gill. The first 
clinical meeting of the group will be held at St. James’ Hospital, 
Ouseley Road, Balham, S.W.12, on Saturday, April 23, at 
2.30 p.m., when the speaker will be Sir Clement Price Thomas. 
Further details may be had from the hon. secretary, Dr. 
G. C. Taylor, 27, Queen Anne Street, W.1. 


International Society for the Study of Biological 

Rhythm 

This society is to hold a conference from Sept. 15 to 17 in 
Stockholm. The subjects chosen for discussion are: Rhyth- 
mical Phenomena in the Nervous System, Cybernetics, and 
Rhythm and Industrial Medicine. Further particulars may 
be had from Prof. Ture Petrén, Karolinska Institute, 
Stockholm 60, Sweden. 


Travelling Fellowships in Ophthalmology and Otology 

The Medical Research Council invite applications for 
Alexander Pigott Werner travelling fellowships in ophthalmo- 
logy and otology for 1955-56. 


These fellowships are intended for medical graduates who wish to 
work in ophthalmology or otology at a centre abroad before taking 
up positions for higher teaching and research. The fellowships 

rovide a maintenance allowance at the rate of 2650 per annum 
‘or a single fellow or £900 per annum for a married fellow. An 
allowance is also made for travelling and other expenses. Forms 
S & may be had from the secretary of the Council, 
Queen Street, London, 8.W.1, with whom applications 

--F. be lodged by March 31, 1955. 


CoRRIGENDUM : Post-pregnancy Osteoporosis.—The sections 
shown in figs. 2 and 3 of the article by Dr. B. E. C. Nordin 
and Mr. A. Roper (Feb. 26, p. 431) were stained by the 
picro-Mallory method, 
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Ensuring 
adequate 
cough 
sedation... 


all 


ages 


Ethnine is rapidly replacing Linctus Codeine in the Less toxic than 
treatment of unproductive cough in children, adults and codeine 

elderly patients 

The advantages of Ethnine are in its effectiveness with Higher anti-tussive 
low toxicity, and its freedom from side-effects such as factor than codeine 
constipation and digestive upset. 

The sedative action of Ethnine is particularly useful Less constipating 
when it is desired to ensure a restful night’s sleep un- than morphine 
interrupted by paroxysms of coughing. or, codeine 


ETHNINE 


Supplied in bottles of 4 and 80 fluid ounces 


ALLEN & HANBURYS LTD+- LONDON: E 


TELEPHONE: BISHOPSGATE 320! (20L/NES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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Moussec is a perfect natural sparkling stimulant 


for cases of mental depression, debility and 
general apathy. Produced only from specially 
selected grapes by the entirely natural process of 
double fermentation and free from fortification by 


any form of spirit it is purity and goodness itself. 


THE BABY BOTTLE (ONE-GLASS SIZE) 
It ensures that 


is both adequate and economical. 

the patient gets the benefit of Moussec always in 

its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 

Merchants and Licensed Grocers at 2/3. There 
are also larger sizes at 4/4, 8/9 and 16/6. 
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New conditions 


and terms of service 


Regular and Short Service Commissions 


New and improved conditions of service in the R.A.M.C, 
are now offered to doctors. These include :— 
* permanent commissions direct from civil life. 


%* after one year’s satisfactory service, grant of £1,500 (taxable) to 
officers appointed to a regular commission after Ist October, 1953. 


%* antedates (which count towards pay and promotion) of up to 
7 years for civilian experience, and credit for former commissioned 
service other than as a doctor. 


%* 3 year short service commissions for those having liability for 
National Service. 


* increases in pay for captains and above. 
* increased rates of specialist pay. 


* excellent facilities for specialisation. 


For full details, application should be made to the War Office 
(AMDI1a), Room 130, Lansdowne House, Berkeley Square, London, 


W.1. (Telephone : GROsvenor 8040 Ext. 548.) 
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records with the 


The most convenient aid in the 
diagnosis of cardiac conditions, 
the Cossor Electro-Cardiograph gives 
a direct visible and permanent record on 
special sensitized paper, without the complication 

and delay of photographic development. The calibrated 
recording paper is supplied in rolls of 150 ft., allowing 
a continuous run of up to 30 minutes. The instrument 
is supplied with a Switch Attachment Model 1351 for 
the selection of Augmented Unipolar Leads. The com- 
pact alloy case is of stove-enamel finish with neat zip- 
fastening showerproof cover. For use on A.C. mains 
100/125 and 200/250 volts (50 cycles) or a suitably filtered D.C. rotary converter. A special sprung 
Trolley Model 1350, finished to match the cream enamel of the instrument, is available for hospital use. 
Demonstrations can be arranged on request. 


A. C. COSSOR LTD., INSTRUMENT DIVISION, DEPT. NO. 17, HIGHBURY, LONDON, N.5 
Telephone: CANonbury 1234 (33 lines) Telegrams : Cossor, Norphone, London Cables: Cossor, London 
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MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The natural vitamin E avail- The VITA-E Gelucap (75 i.u.) heads 


able only since 1948 must the list of brands approved by the 

not be confused with the wheat germ oil Vitamin E Society and is that recom- 
in use before that date with its limitations mended by the Shute Foundation for 
as to potency and stability. Medical Research and used with such 
conspicuous success at the Shute 


The natural vitamin E of today com- 
prises a concentrate distilled from the 
oils of cottonseed, palm, soya bean, etc. 


Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 
The standard laid down by the League THE BIOGLAN LABORATORIES LTD. 
of Nations is that 1 international unit HERTFORD, HERTS, ENGLAND. 


= 1 mgm. of d.l. alpha tocopheryl acetate. Specialists in Hormones and Vitamins 


Formula : 

Quantity of Active ingredient in each Tablet 
BOLDO ... 0.07 J PODOPHYLLIN 0.002 
EXT. BELLAD. sicc. B.p. .003]1CELAND moss 0.01 
PHENOLPHTHALEIN.... 0.075 


Sole Distributors in Great Britain 


W. FLETCHER (cHemists) LTD. 
5 RAMPAYNE STREET, LONDON, S.W.1 Telephone: ViCtoria 5555 
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ONE MOMENT 
PLEASE, DOCTOR... 


Rybar Benzocaine ‘Colamine Cream 


Possessing powerful 
local anaesthetic properties 


R.B.C. is of great value in the treatment of eczematous 
conditions, pruritus, tinea and other skin infections due to 
bacteria or fungi. The soothing eflect produced on the 
application of R.B.C. in cases of intractable itching materially 
assists healing by promoting sleep and preventing rubbing 
and scratching. 


Many younastTers have been helped 
to a quick recovery by the Vitamin 
C in Ribena—and how much the 


Formula :— 
Phenyimercurie Nitrate .... ' 
lso-buty! para-aminobenzoate 1.00% ; 
N-buty! para-aminobenzoate — on “nm 1.00% patient enjoys it too: 
Benzocaine an case 8.00% 
Hydrophilic Base to .. 10.00% Doctors themselves, in the gen- 


eral course of practice, have made 
Ribena one of the most widely recom- 
mended health drinks in the country. 
Ribena contains pure blackcurrant 
juice, one of the richest sources of 
Vitamin C. Its content of glucose and 
fruit sugar comes from the same natu- 
ral source, while its added cane sugar 
makes it acceptable to all palates. 


All percentages wiw 
Mode of issue : Collapsible tubes containing 25 gm. 
May be freely prescribed on Form ECIO. 
Professional sample and literature on request from: 


TANKERTON: KENT 


If you would like a sample bottle 

of Ribena, and a copy of our brochure 

Blackcurrant Juice in Modern Therapy’, 
please write to the Medical Dept.B/9, 
H. W. Carter & Co. Limited, The 
Royal Forest Factory, Coleford, Glos. 


non-toxic 
Antiseptic Germicide 


Ribena contains as much as 45% 
actual blackcurrant juice, one of the 
richest sources of natural Vitamin C, 
with natural glucose and fruit sugar, 
sweetened with cane sugar. 


The secret is to take 


Ribena 


daily 


KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency yet possessing marked 
advantages not attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and its agreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern germicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-02z.; 8-0z.; 16-0z.; and 80-o0z. bottles 
and 1-gallon tins 


KEEDOSOL 


THE BLACKCURRANT JUICE 
VITAMIN C HEALTH DRINK 
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CONSISTENTLY ACCURATE E.C.G. TRACINGS 


The Philips “ Cardioluxe ” is a portable, direct-writing Electrocardiograph 
capable of providing an immediately visible record free from 

A.C. mains interference. A special circuit (patented) also ensures 

that base-line wander is restricted to an absolute minimum — 

even with severe mains voltage fluctuations. 

The “‘ Cardioluxe”’ is on show at the X-ray Centre, Century House. 


This is what happens to 
E.C.G. tracings when 
€ mains supply stabiliser 
ts BEF circuit is not incorporated. 
Hee This cannot happen with 
Philips “ Cardioluxe ”’. 


With Philips 

“ Cardioluxe tracings 
remain constant even when > i 
there are considerable 
fluctuations in 

the mains supply. 


@Write for further details 


PHILIPS ELECTRICAL LTD 


CENTURY HOUSE SHAFTESBURY AVENUE LONDON WC? 
(PXMOO64A) 


PROSTHESIS... . 


perfected by specialisation 


The HANGER Factory at Roehampton is the largest in the 
world specialising in artificial legs only. Intensive research 
work has effected improvements in the design of light metal 
and willow artificial legs without parallel in the history of 
prosthesis, and the HANGER leg is approved and prescribed 
by the Ministry of Health and by very many overseas govern- 
ments. The services of the HANGER Organisation are at 
the disposal of Orthopadic Surgeons and the Limbless at 
every Ministry of Health Limb Fitting Centre in the United 
Kingdom, and in most overseas capital cities. Literature and 
any special information, together with the address of the 
nearest centre at which HANGER “ Service to the Limbless ”’ 
can be obtained will gladly be sent on your request. 


‘HANGER 


SERVICE TO THE LIMBLESS 


- 


HANGER light metal artificial leg for amputation at, or 
near, the hip joint, with metal, leather, or certalmid socket; 


finger-tip operated self locking hip ollie E. HANGER & CO. LTD 
inner joint; ball bearing knee joints; self oiling ankle unit. 
A rod-operated knee lock can be fitted, if desired. ROEHAMPTON ° LONDON, S.W.I5 
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CAMP-VARCO 
PELVIC TRACTION 


Pelvic Traction in Low Back Injuries 


This pelvic traction system is designed to avoid the compli- 
cations of thrombophlebitis, swollen ankles and knees, and 
the risk of dermatitis which may result from ordinary skin 
traction, 

The apparatus is easy to apply, the fitting being similar to 
that of any sacro-iliac or back support. It is constructed on 
the principle of a body belt to which are attached two 
adjustable traction straps; these are attached to a spreader 
board from which is suspended the appropriate weight. 
The traction operates through the sacro-iliac region and 
along the spine and avoids the hips, knees and ankle joints; 
one of the advantages of the pelvic traction system is that 
the patient has freedom of movement of the lower limbs. 


CAMP-VARCO 
TREATMENT 
SET 


Complete in 
carrying case. 
Weight 14] Ibs. 
Size overall 
374°x9"x4h" 


The method is extremely simple and can if required be used 
at home under medical direction. It is well-tolerated by 
the patient and makes for greater comfort and easier 
nursing attention. 


Full information on request 


S. H. CAMP & COMPANY LTD 


19 Hanover Square, London, W.! 
Makers of CAMP Surgical Supports 


PLAYER'S N°3 


[3P 1244) 


Two's Company... 


@lhe Quality 
Cigarette 
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RHEUMATISM 


AND KINDRED AILMENTS 


Harrogate, the largest Spa in Great Britain, 
Is actively engaged in providing all types of 
physical treatment in connection with the 
rheumatic disease and all types of physical 
rehabilitation. Extensive alterations have 
taken place, including the equipment of the 
establishment with DEEP POOL THERAPY, 
medical gymnastic facilities and occupational 
therapy. 


HARROGATE SPA 


Treats both private patients under its All- 
inclusive Treatment Scheme, and National 
Health patients. 


Medical enquiries as to cost, and how treat- 
ment can be obtained, will be welcomed by— 


B. Roberts, Manager, 
Section 2, 


THE ROYAL BATHS 
HARROGATE 
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For the young man 


with a future 


HOME 
RETIREMENT 


EARLY 
ENDEAVOUR 


AND FAMILY 


Designed specially for the young man 


“BOTH WAYS’ 


is more than ever the 
policy of the moment 


Let it help to smooth your road through the years 
of endeavour ahead. You will put yourself under 
no obligation by writing for full details to... 


Scottish Widows Fund 


Head Office : 9 St. Andrew Square, Edinburgh 2. 
London Offices : 28 Cornhill, E.C.3. 17 Waterloo Place, S.W.1 


Professional Approval... 


SELTO Dental Salt is a unique combination of sodium 
chloride and sodium bicarbonate with an efficient polishing 
agent. Ii is particularly valuable in cases of soft or tender 
gums; it is entirely free from harsh abrasive material, polishes 
quickly and without scratching. Pleasant to the taste, it 
imparts a delight- 
ful freshness to the 
mouth after use. 
SELTO is stocked 
by all leading 
chemists. Profes- 
sional samples and 
literature sent on 
request. 


SELTO (Eastbourne) LTD., 
HAMPDEN PARK, EASTBOURNE 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. Accommodation for Alcohclics and Addicts 
available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 
Apply to Dr. J}. A. SMALL Telephone : 


Sah * 


Norwich 20080 


NOW 
The long-awaited 2nd edition of 


THE PHARMACOLOGICAL 
BASIS OF THERAPEUTICS 


by Leuis Goodman, M.D and Alfred Gilman, Ph.D. 
Ready March 1955 £5.5s. net ($15.00) 


London Branch 
10 South Audley Street, London, W.1 


ENGRAVED 
BRONZE & BRASS 
NAME PLATES 

HASE [ )RODUCTS 
| aiag) LTD 


27 PACKINGTON ROAD, ACTON, W.3 - Acorn 1/53-4 - And ot Leeds. 


THE COTSWOLD SANATORIUM 


CRANHAM, GLOUCESTER 
On the Cotswold Hills 
seven miles from Cheltenham. 
FOR THE TREATMENT OF PULMONARY TUBERCULOSIS 
Terms: 10 gns. per week 
Telephone : Witcombe 2181-2. * Apply Secretary. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for iy * Treatment and Care of Mental and 
Nervous Ilinesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certi ficate, Tem- 
od / or Voluntary status. Modern forms of treatment, 
ncluding psye pareo- analysis, modified insulin, 
occupational therapy, 

MACAULAY, M.D., D.P.M. 


A Private Clinic, 
treatment of all forms 


RUTHIN CASTLE, 


the first in Great Britain, 
of disease, 


NORTH WALES 


for investigation and 


except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments 


Central heating and a lift to all floors 


Inclusive charges 


Apply SECRETARY 


Telephone: Ruthin 66 
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ST. ANDREW’S HOSPITAL pisonvers 
NORTHAMPTON 
Presipent: THe EARL SPENCER 


MepicaL SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are sufering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche. Scotch Douche, Electrical baths, Plombiéres treatment, 
ete. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 

The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P Telephones—TEIGNMOUTH 289 and 537 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


PrestpENtT: Tue Ricat Hon. Toe EARL OF DERBY, M.C. 
MEDICAL SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


THE MEDICAL PROTECTION SOCIETY tivrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
ACADEMIC AND EDUCATIONAL Page| Carshalton. Queen Mary’s Hosp. for Oxford R.H.B. P.-t. Sr. H.M.O. .. 44 
SECTION 42 Child. Reg. .. ~ - 43 8 | Rochdale & Dist. H.M.C. Jr. H.M.O. 51 
Croydon Group H.M.C. Reg... -. 48] South West Met. R.H.B. 
Scotland. ‘ord. rge. Sr. H.O. aplow. Canadian Cross Mem. 
Leeds R.H.B. Locum Sr. H.M.O. .. 44 
ANSTHETICS Leigh (Lanes) Infy. Sr. H.O. 50] CASUALTY 
vane Se Liverpool R.H.B. P.-t. Cons. .. 44] Hackney, E.9. H.O... Se os @& 
ingham. Selly Oak. Sr. H.O... 47 | Manchester. Wythenshawe. Sr.H.O. 50] Mile End, E.l. Sr. H.O. 
Bury & Rossendale H.M.C. Jr. Newcastle R.H.B. Sr. Reg. & Reg... 51] North Middlesex, N.18. Sr. H.O. & Pb 
H.M.O. -. 471Northampton Gen. H.O. .. « 61 Locum ae we ee ee 
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Princess Beatrice, S.W.5. Sr. H.O.. 

South London Hosp. for 
Child., S.W.4 .t. Sr. H.O. 

St. Ste ‘8, W.10. Sr. H. 0. 

Wanst tead, E.11. Sr. H.O. 

Whipps Cross, E.11._ Sr. H.O. 


Birmirgham United Hosps. Sr. H. 0. 
Blackpool. Victoria. 
Kent & C ‘anterbury. Sr. 


Chelmsford & Essex. Sr. H.O 
Cheltenham Gen. | Sr. On. oO. 


Edgware Gen. 
Public Dispensary & Hosp. 


Leeds R.H.B. Sr. Casualty Officer. . 
Liverpool. Bootle. Jr. H.M.O. 

Maidstone. West Kent Gen. Sr. H.0. 


Portsmouth Group H.M.C. Sr. H.O. 
Slough. Upton. H.O. & um H.O. 
Slough. Upton. Sr. H.O. .. 
CHEST AND TUBERCULOSIS 
Hammersmith, W.12. Reg.. 
Ashford, Middx. Sr. H.O. 

Glasgow. Belvidere I.D. Jr. H.M. 0. 
Manchester R.H. Locum Reg. 


.M.O. 
Scotland. Northern R.H.B. Jr. 


H.M.O. 
Scotland. Red Sanatoria. Reg. 
DENTAL SURGER 
Hosp. for Sick W.C.1. Sr. H.O. 


EAR, NOSE, AND THROAT 


& East Dorset H.M.C. 


Brighton “& Lewes H.M.C. “Group. 
Locum Sr. H.O. a 
Brighton & Lewes H. M.C. H.O. 
Chertsey. St. xe 8s. P.-t. Reg. 
Manchester R.H.B 
South East Met. R.H.B. P.-t. Cons... 


GERIATRICS 
Bradford A & B H.M.C.’s. 
Edgware Gen. Sr. H.O. 


HZMATOLOGY 
North London 
Centre. Jr. H.M 


INFECTIOUS DISEASES 
Little Bromwich. Sr. 


Portsmouth Group MC; Sr. H.O. 
Sheffield. Lodge M x és 


MEDICINE 
Connaught, E.17. 
Lambeth, 8.E.11. 
North East Met. R,H. 
St. Leonard’s, N.1. Sr. 
St. Thomas’s & south 
R.H.B. Sr. Reg 
St. Stephen’ 8 8. i0. 
Birmingham R.H.B. Sr. 
Bradford. St. Luke’s. Sr. H.O. 
Cardiff. St. David’s. Sr. H.O. 
Doncaster Ro ze: In Reg... 
Enfield. War r. H.O.. 
h. East. msuffoik & Tpswich. 


Isleworth. West Middiesex. “Reg. & 


Leeds R.H.B. ” Reg. & Locum Regs. 

Louth, Lines. County Infy. Sr. H.O. 

Plymouth. South Devon « East 
Cornwall. Sr. H.O. 

Redhill. “a Surrey. H.O.. 

Roc 


Romford. Victoria. H.O. 
Scotland. Northern R. 7 B. Sr. H. 2. 
ae} No. 1 H.M.C. Locum 


Sheffield R.H.B. Sr. 


H.O. 


‘West Met. 


NEUROLOGY 

Guy’s, S.E.1. Sr. Reg. 
NEUROSURGERY 
Leeds United Hosps. Reg. oe 
Scotland. Western R.H.B. Reg. Sa 
OBSTETRICS 
Hackney, E.9. Sr. 8 
North East Rae. Reg. 

m 


Padd' 
St. Helen. Sr. H.0. 
Bedford Gen. Sr. H.O. we 
Birmingham R.H.B. P.-t. Cons. 


45 


Birmingham R.H.B. Reg. 
Solihull. Sr. H.O. 


Birmingham. 

Boston Gen ; a 

Chertsey. St. Peter’s. Pre-reg. H.O. 

Derby City. Reg. 

Derby. Royal Infy. Pre- 
reg. 


West Middlesex. Pre- -reg. 
Group H.M.C. Pre- -reg. 
Reading. Royal Berks. H.O. 


Rochford, Essex. Gen. Sr. H.O 

Shrewsbury. Royal Salop Infy. & 
Copthorne. 

City Gen. ree. 


H. 
Tauiton H.M.C. Sr. H.O. 


PHTHALMOLOGY 
Hosp. for Sick Child., W.C.1. ai -t. ae. 


Birmingiam R.H.B. Reg. 

Sussex Sr. oO. & 
Leeds R.H.B. Reg. 

Manchester United Hosps. Sr. H. 0. 
Wolverhampton Group. H.O.’s ° 
ORTHOP2ZDICS 


South East Met. R.H. 2 Reg. 
St. James’, 8.W.12 H.O. 
~ & East H.M.C. 


Bristol. Winford Orthopedic. Sr. 
Chertsey. St. Peter’s. Sr. mas 4 or 
Pre-reg. H.O. 
Mayday. Locum H.O. 
Derby. Derbyshire Royal Reg. 
Ipswich. Borough Gen. Sr. 0. hed 
Ipswich. East Suffolk & Ipswich. 


Newcastle. W. J. Sanderso m Orth. 
G.I 

Nottingham Gen. Sr. H.O.’s. 

Portsmouth Group H.M.C. H.O. 


Salisbury Gen -O.. 
Sheffield United Hosps. Reg. 


PAZDIATRICS 

Hosp. for Sick Child., W.C.1. Sr. H.0. 
North East 7. R.H.B. 

y Royal Bucks. & Assoc. 


Chelmsford. St. John’s. H.O. 
Hull. Hosp. for Sick Child. 


Sr. 
Manchester. West Manchester H.M.C. 
Sr. H.O. & H.O. 
PATHOLOGY 
Central Middlesex, N.W.10. Sr. H.O. 
ay East Met. R.H.B. 
t. Bartholomew’s, E.C.1. Chemical 
path, 
West London, W.6. Sr. Reg. a 
Westminster, S.W.1. Reg. 
Birmingham United ‘Sr. H.0. 
s Stortford. Haymeads. Sr. 
Glasgow Royal Infy. Sr. H.O. 
Liverpool United Hosps. Sr. H.O. 
Manchester. West H.M. C. 
Sr. H.O. 
Manchester. W ‘ythenshawe. ‘Sr. H.O. 
Newcastle R.H.B. Reg. 
Romford. Olde “sr. H.O. 
PHYSICAL MEDICINE 
St. Thomas’s, 8.E.1. Reg 
PLASTIC SURGERY 
Glasgow Royal Infy. Sr. H. ~ 
Manchester R.H.B. Reg. 
PSYCHIATRY 
South East Met. R.H.B. 


Abbots: ley, Herts. Leavesden. 


Birmingham R. ‘H.B. Reg. 

Broxburn, West Lothian. Bangour. 
Reg. or Jr. H.M.O.. 

Cue. Stratheden. Jr. M. 0. 
&S 


Macclesfield. Parkside Jr. 


H. 
Newcastle R.H.B. Sr. HM: 0. 
North hast Met. R.H.B 
North Wert R.H. .O. 
anor. Jr. 

land Western R.H.B B. Sr. 0.0. 


South West Met. R.H.B. Sr. H.M.O. 
Addenbrooke 
Cambr' en! "8. ee 
East Anglian R.H.B. Reg. . ‘ 


50/51 


Liverpool R.H.B. Cons. 44 
Manchester R.H.B. Cons. & Sr. 

H.M.O.’s fis 44 
Sheffield R.H.B. Sr. Reg. 52 
London, E.1. Sr. Re: 45 
Glasgow Royal Inf Jr. HLM. 0. 49 
Sheffield R. Sr. Reg. 2 
SURGERY 
Battersea Gen., 8.W.11. Jr. 44 
Middlesex, N.W.10. H.O 45 

os or Sic r. 

Natlonal — for Nervous 
45 
Norths ‘Rast Met. R.H.B. 45 
— East Met. R.H.B. P.-t. 44 
th Western. Sr. 45 
St N.i. 45 
St. Thomas’s & South West Met. 

R.H.B. Sr. Reg. 45 
Birmingham. Little Bromwich. H.O. 46 
B ham R.H.B. pais ee & 
Bradford Royal Inty. 
Dist. ers’. Pre-reg. 4s 
Canterbury. Kent & Canterbury. 
Queen Mary’ 's Hosp. tor 4 
Clacton & Dist. Sr. H.0. 48 
Crewe & Dist. Mem. Reg. & H.O.'s.. 48 
Croydon. Mayday. Pre-reg. H.O. 48 
Darlington Mem. H.O. 48 
Dewsbury. Staincliffe oO. 49 
East Anglian R.H.B. 49 
Enfield. Chase Farm. 49 
Epping. St. H.O. 49 
Gt. Y Gorleston Gen. H.O. 49 
Royal East Sussex. Pre- 
Hastings. St. Helen's. 49 
Hitchin Hosps. H.O 49 
Hounslow. Locum Reg. 49 
Leeds RAH.B. Regs. & Locum Regs. 50 
Leeds United Hosps. Sr. Reg. 50 
Liverpool. Mossley Hill. Jr. H.M.O. 50 
Manchester. W ythenshawe. Sr. H.0. 50 
Northampton Gen. H.O.’s 51 
Pontypool & Dist. Jr. H. MO. 51 
Portamouth. H.M.C. Pre-reg. 
Ram sgate Gen. ‘Sr. H.O. 51 
Romford. Victoria. H.O. . 51 
Scotland. South-Eastern R.H.B. 52 
Sheffield. City Gen. H.O. or Sr. H. 52 
Slough. Upton. -reg. H.0. 51 
Slough. Upton um Sr. Reg. 52 
South Hast Met. P.-t. Cons.. Ad 
South East Met. R.H.B 52 
Stirling & Clac Hosps. 

B.O.M. Sr. H.C 
Stoke-on-Trent. ity ¢ Gen. 
Torquay. Torbay. Sr. H.O.. 53 
Wolver roup. Pre- “Tee. 0. 53 
Worthing. 53 
THORACIC SURGERY 
Birmingham (Sani Group 

i.M.C. Sr. H.0. o 
Blackpool. Victoria. Sr.H.0. 4 
Bournemouth. Royal Victoria. Reg. 47 
Leicester Hosp. & Chest 

Unit. Sr. H.O 50 
Wakefield. Pinderfields Gen. Sr. H.0. 53 
ow, 

Reg. 46 
UROLOGY 

W.C.2. 46 

Bristol. Gosshiam/Frenchay 

Jr. H.M.O. -. 48 
GENERAL 
Northampton Gen. Rotating aia, 

(Jr. H.M.O.’s) as os 
PUBLIC APPOINTMENTS 53 
GENERAL PRACTICE 54 
NON-MEDICAL 54 
MISCELLANEOUS 54 

The Terms and Condi Conditions of Service of 

ital Medical and Dental Si apply to 
all N.HS. tal posts we advertise, 

rwise . Canvassing 
candidates may normally visit the 


by appoi 


| 
47 
46 48 
46 48 
46 
47 48 
47 49 
48 49 
~ 48 
& 51 
49 51 
51 
50 
44 52 
50 
50 53 
51 
Northampton Gen. Sr. H.O. & H.O. 51 
| Perth County & City Gen. Hosps. . 
51 
51 6 
47 
3 50 
50 
it 45 53 
i 
45 
it 50 46 
is 50 
‘e 44 47 q 
52 
52 47 
48 
46 48 
48 
49] 
» Guy’s, S.E.1. Locum H.O. .. eo 45 | 
North West Met. R.H.B. P.-t. Cons. 43 Sr. H.0. & H.O. 
Leeds R.H.B Regs. .. 
47 | 51 | 
47 | 
47 51 
48 51 
50 51 
44 oo 
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45 | 
48 
47 49 
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45 
45 45 
45 
n 45 43 
is 45 46 
d 46 
ic 46 47 
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47 
7 49 
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° 50 
d 50 
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5 49 
3 50 
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1 50 
52 50 
4 44 
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3 45 43 
45 
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45 44 
3 45 
46 
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Academic and Educational 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The Council invite applications for the following Annual 


Examinerships :— 
No. No. who 
to be seek re- 
FOR THE FELLOWSHIP elected election 
*Anatomy a 4 ee 3 
*Applied Physiology and Pathology . 4 4 
*Associate Examiner in Ophthalmology 1 6 1 


FOR THE LICENCE IN DENTAL SURGERY 
Board of Examiners in Dental Surgery 
(Surgical Section) . 6 3 
(Examiners must ‘be Fellows ‘of the 
College, and will be required to examine 
in General Surgery (includi Surgical 
Pathology), Medicine, General Pathology, 
and Bacteriology ) 
FOR THE FELLOWSHIP IN DENTAL SURGERY 
Board of Examiners for the Fellowship in 
Dental Surgery 
(Examiners must be Fellows of the 
College, and will be required to examine 
in General Surgery ) 
FOR THE FELLOWSHIP OF THE FACULTY OF 
ANASSTHETISTS 
The Examiner must be a Surgeon and 
will be required to conduct (with a 
Physician) Part [I (Medicine and 7) 
of the Final Examination. 1 ee 1 
UNDER THE EXAMINING BOARD IN E NGL AND 


Elementary aw 2 2 
*Anatomy ‘ ee 3 2 
*Physiology és es 2 1 
tMidwifery 4 

Pathology (for M.R.C. s., L.R.C.P.) : 

Surgeons 2 1 
Pathologists 2 2 

Public Health :— 

Preliminary . 1 1 

Tropical Medic ‘ine and “Hygiene 3 

Pathology and Tropical Hygiene te 1 1 

Tropical Medicine and Surgery . . 1 1 

Ophthalmology és 7 3 

Psychological Medic ine :— 

Part I (Neurologist ) 1 mad 0 

and — 

art I 2 1 
Part II 1 1 

Medical Radio- Diagnosis — 

Part I ate 1 

Part II 1 1 
Medical Radiotherapy 

Part I + - 1 1 

Anesthetics :— 

Surgeon ee ee 1 1 
Anesthetist. . ee 1 1 
Child Health 3 3 


Industrial Health 1 oe 1 
Pathology (for Diploma in Pathology) 2 2 
*Candidates must hold a medical qualification registrable in 
this country. 
tCandidates must be Fellows or Members of the College. 
Forms of application can be obtained from the Secretary, and 
~ must be completed and returned by Saturday, 26th March, 
55. KENNEDY CASSELS, Secretary. 
th March, 1955, Lincoln’s Inn-fields, W.C.2. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


AND 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


’ MACKENZIE MACKINNON RESEARCH FELLOWSHIP 

Applications are invited for Fellowships for research in 
medicine or surgery. The Fellowships may be in the form of 
grants to assist research and may be whole or part time. 

Candidates must hold a medical qualification registrable in 
this country or a University degree 

The honorarium will be at the discretion of the Joint Com- 
mittee, and will be £1000 p.a. whole-time or not less than 
£500 part-time according to experience and the amount of time 
available for research. Superannuation arrangements, if already 
in force, may be continued. 

A grant for expenses may be paid to the institution where the 
research is carried out. 

Applications must be submitted through a medical school. 
Further particulars and application forms may be obtained from 
the goers: Royal College of Surgeons, Lincoln’s Inn-fields, 
London, .2. The closing date for applications is 6th April, 

955 KENNEDY CASSELS, Secretary. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 

WILLIAM MELVITLE ARNOTT, Esq., M.D., F.K.C.P., will deliver 
the OLIVER-SHARPEY LECTURES On THURSDAY, 17TH MARCH, an 
TUESDAY, 22ND MARCH, 1955, at 5 P.M. at the College, Pall 
Mall East, S.W.1 
- Order and Disorder in Pulmonary Function.” 

Any member of the Medical Profession admitted on 
presentation of card. By order of the President. 

HAROLD BOLDERO, Registrar. 
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UNIVERSITY OF OXFORD 


ELECTION OF 2 MEMBERS OF THE BOARD OF THE FACULTY OF 
MEDICINE BY THE GENERAL MEDICAL ELECTORATE 

An Election of 2 Members of the Board of the Faculty of 
Medicine (vice Dr. T. C. Hunt and Mr. 8. F. Taylor who are 
re-eligible) will be held on WEDNESDAY, 1ST JUNE, 1955. The 
members elected will hold office for 2 years from the first day of 
Michaelmas Term, 1955. 

The General Most “al Electorate consists of all Oxford 
Graduates in Medicine who are members of Convocation. 

The Board of the Faculty of Medicine includes 2 members 
elected by the General Medical Electorate who must be members 
of that body and of whom 1 at least must be a person — er in 
teaching 1 or more of the clinical subjects of the Faculty 

Nominations of duly qualified candidates for election will be 
ng by the Secretary of Faculties at the University Registry 
up to 10 a.m. on Wednesday, 4th May, 1955. Each nomination 
must be signed by 6 members of the General Medical Electorate, 
and no candidate will be eligible whose nomination has not been 
received by that date. 


UNIVERSITY OF LONDON 


A COURSE OF 2 LECTURES on “ The Tengtenel . nization 
of Spina] Interneurones ” will be given 7 Dr. C. KOGLUND 
(Karolinska Institutet, Stockholm ) at 5.30 P.M. on and 11TH 
MARCH niversity College (Physiology Theatre), Gower- 
street, 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF LONDON 


A COURSE OF 2 LECTURES on “ “ Curare-Alkaloids * will be given 
by Prof. P. Karrer (Zurich) at 5.30 p.m. on 10TH and 11TH 
MARCH at University of London, Senate House, W.C.1. 

Admission free, without ticket. 

JaMES HENDERSON, Academic Registrar. _ 

THE LONDON HOSPITAL MEDICAL COLLEGE 

(UNIVERSITY OF LONDON) 


HUTCHINSON PRIZE—VALUE £60 
The subject a this Prize is: ‘‘ A Contribution to Clinical 
Surgery.” Candidates must have been undergraduate students 
of The London Hospital : they are eligible up to the expiration 
of 10 years from the date of commencement of clinical studies, 
excluding any time spent in compulsory National Service and 
the period of Pre-registration House appointments. The 
Dissertation to be addressed to the Secre The ee 
Hospital Medical College, and delivered at the ‘ollege not later 
than 4 P.M. on 31st July, 1956. 
Further particulars may be obtained from the Secretary, 
The London Hospital Medical College, Turner-street, E.1. 


COURSE IN ‘ADVANCED ORTHOPADICS 
e 


INSTITUTE OF ORTHOPZDICS 
28TH MARCH-—IST APRIL, 1955 


Mente, = March, Section, 234, Great Portland-street, 

10.40 a.M.—. .Scoliosis es ..-Mr. J. I. P. JAMES 
-M. 

. ._Bacteriological Aspects of..Dr. C. H. Lack 


3.00 P.m. Joint Tuberculosis 
gy - Volkmann’s Contracture ..Mr. H. J. SEDDON 
.00 P.M 
Tuesday, 29th March, Town Section 
abolic Disorders of..Dr. R. NASSIM 
15 


11.30 a.M.-..Pain Down the Arm ..Dr. P. F. SANDIFER 
.M. 


Medical Aspects of Joint..Dr. F. H. STEVENSON 
4.00 P.M. Tuberculosis 
30th March, Town 
Repair. 


-M.- ..Bone P ..Dr. H. A. SIssons 
45 A.M. 
11.00 a.M.—..Peripheral Vascular Dis-..Mr. G. L. W. BONNEY 
12.40 P.M. orders 
Oy M.— ..Biochemistry in Ortho-..Dr. P. G. WALKER 
.00 P.M. 


peedics 
. .Slipped Femoral Epiphyses. .Mr. E. J. Burrows 


4.00 P.M. 
Thursday, 3lst March, Country Section, Brockley Hill, Stan- 
more, dlesex (Hut 5) 
10.30 a.M.— Clinical Demon-..Mr. D. TREVOR 
stration 
1. -Spondylolisthesis .. ..Mr. P. H. NEWMAN 
P.M. 
2.45 P. _ -The Early Treatment of..Mr. D. M. Brooks 
4.30 P Paralysis in Poliomyelitis 
Friday, April, Country Section 
10.30 a.M.—..General Clinical Demon-..Mr. K. I. NissEN 
12.40 P.M. stration 
A . Plaster of Paris Technique. .Mr. E. L. TRICKEY 
P.M. 


The fee for the course (including lunch and tea) is 7 guineas. 
Early application should be made to the Dean at the Town 


on. 
CHRISTIAN MEDICAL FELLOWSHIP 


THURSDAY, 17TH MARCH, 1955, at 7.45 P.M. (for 8.15 

The Royal Empire Society, Northumberland- -avenue, 

Chairman : J. SEDDON, C.M.G., M.A., D.M., F- “ng 

Speaker : ARNOLD 8S. ALDIS, B.SC., M.B., B.S., F.R.O.8. 

Subject: “ The Extent of Medical Responsibility.” 

Please use Society’s Craven-street entrance. requiring 
coffee at 7.45 P.M. please notify the C.M.F. Secretary, 39, 
Bedford-square, London, W.C.1. 
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INSTITUTE OF NEUROLOGY 
(Queen-square ) 
UNIVERSITY OF LONDON 
(BRITISH POSTGRADUATE MEDICAL FEDERATION ) 


A COURSE OF LECTURES On THE NEUROLOGICAL ASPECTS OF 
EAR, NOSE AND THROAT DISEASES will be given in the Lecture 
Theatre at the National Hospital, J nam square, London, 
W.C.1, at 5.30 P.M. on 

da Vertigo. ‘art 1 


on . HALLPIKE 
i4th March 
Vertigo. Part2 .. .?Dr. C. S. HALLPIKE 

8 
Monda . .Nasoph malig-..Dr. R. A. HENSON 
28th h nancy and glomus tumours 
Monday .-Sinus sepsis and its..Mr. T. CAWTHORNE 
4th April spread 
Monday . -Easter Holiday 
llth April 
Monday ..Cerebral thrombophlebi-..Sir CHARLES SYMONDS 
18th April tis and hydrocephalus 
Monday . . Intracranial abscesses .Mr. McK 1ssock 
25th April 
Monday ag of the facial. .Mr. T. CAWTHORNE 
2nd May 
Monday The of the..Dr. J. HamILTon 
9th May cerebello-pontine angle PATERSON 
Monda: ..Neurailgias of interest to..Dr. M. J. MCARDIE 
16th y the ear, nose, and 

throat surgeon 

Monda ..C.8.F. leaks from nose..Mr. HARVEY JACKSON 
23rd May and ear 
Monday ..-Whitsun Holiday 
30th May 
Monday .- Disorders of phonation,..Dr. MicHakL KREMER 
6th June articulation and swal- 


owing 
The fee for oes the course will be 2 guineas, or for a 
single lecture 5 shil on 
Tickets may be obtained on cqgontion to The Dean, Institute 
of Neurology (Gapen-susare), he National Hospital, Queen- 
square, London, W.C. 


JONES LECTURE 


The Members of the British Psycho-Analytical Society invite 
all members of the Medical Profession to attend the annual 
Ernest Jones Lecture, entitled ‘‘ The Logic of the Unconscious,”’ 
which will be given on MONDAY, 14TH MARCH, at 8.30 P.M. in 
the Barnes Hall of the Royal Society of Medicine—by kind 
permission of that Society—by JoHN WispoM, Fellow of Trinity 
College, Cambridge. 


TUBERCULOSIS | EDUCATIONAL INSTITUTE 
SULLY HOSPITAL, PENARTH, GLAMORGAN 


A 3-day CLINICAL couRSsE for Doctors will be held at Sully 
Hospital on 23RD, 24TH and 25TH MARCH. 

Fee 3 guineas (excluding accommodation ). 

Particulars from Secretary. Tuberculosis Educational Institute, 
Tavistock House North. Tavistock-square, London, W.C.1. 


ROYAL INSTITUTE OF PUBLIC HEALTH AND 
YGIENE 


THE CERTIFICATE, AND THE DIPLOMA, IN PUBLIC HEALTH, AND 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next bi-annual Course of Instruction fee 2 Comvitente 
in Public Health (C.P.H.) will commence on 18TH MARCH, 1955. 
This leads to Courses both for the Diploma in Public Health and 
for the Diploma in Industrial Health. All Courses may be taken 
either whole-time or part-time. 

Prospectuses, enrolment forms, and full details, may be 
obtained from the Secretary, 28, Portland- place, London, W.1 
(Tel. LANgham 2731-2). 

MARLBOROUGH DAY HOSPITAL 
38, Marlborough-place, N.W.8 


General Practitioners and professional people working in the 
mental health field are invited to LecTUREs held at the above 
on the first MONDAY in every month at 8.15 P.M. 

On MONDAY, 77H MARCH, Prof. H. J. EYSENCK will speak on 
* Psychiatry and the Sc ientific Approach.”’ 


8ST. GEORGE'S HOSPITAL AND MEDICAL SCHOOL. 
(UNIVERSITY OF LONDON.) Applications are invited for the 
t of SENIOR LECTURER IN HASMATOLOGY in the 
edical School. Applicants should be sonnel medical 
SL, with extensive clinical and laboratory e rience 
hematology. The successful candidate will be an enesery 
Consultant in the Hospital. He will take charge of the ious. 
logical Department (including blood-transfusion) under the 
administration of the Director of Pathology, from whom further 
particulars of the appointment can be obtained. 
“ae giving the names of 2 referees, should reach 


the Secre St. os ’s Hospital Medical School, Hyde 


Park-corner, London, S.W.1, betere 2nd April, 1955 
UNIVERSITY OF BRISTOL. The Universit “invites 

ap pontions for the t of LECTURER IN OBSTETRICS 
AND G XCOLOG Salary £1750-£100-£2400 p.a. 


‘and experience, together with su 

annuation and children’s allowances. The successful candida’ 
will be granted an honorary contract as Consultant with the 
Board of Governors of the United Bristol Hospitals and the 
South-Western Regional Hospital Board 

Applications (10 copies), eating age, qualifications and 
experience which should also include the names of 3 referees 
and may be acco pastes by copies of not more than 3 recent 
testimonials, —_ reach the undersigned, from whom further 
part may be obtained, not later than —y~ po 21st March, 
1955. H. Cc. BUTTERFIELD, Registrar Secretary. 


UNIVERSITY OF LONDON KINQG’S COLLEGE will 
require on Ist October, 1955, 2 LECTURERS IN PHYSI- 
OLOGY, 1 to replace a member of staff recently appointed to a 
chair. The salary will be at a point on the scale £900-£100- 
£1200, with family allowances and F.S.S.U. benefits. 

Particulars and application forms should be obtained from the 
Registrar, King’s College, Strand, W.C.2, whom completed 
applications should reach by 28th March, 1955 
UNIVERSITY OF LONDON. A; »plications are invited 
for TURNER AND NEWALL RESEARCH FELLOWSHIPS 
in E eering, Inorganic Chemistry, Physics or an allied subject, 
tenable from ist October, 1955, normally for 3 years in the 
first instance. not less than £750 p.a. with family 
allowances and F.S 

Information and “application forms can be obtained from the 
Academic Registrar, University of London, Senate House, W.C.1. 
Applications must be later than 16th April, 1955. 


UNIVERSITY OF LO 


Applications are invited 


for LC.I. RESEARCH NPELLOWSHIPS in Biochemistry, 
Chemistry, Chemotherapy, Engineering, Metallurgy, Pharma- 
cology, allied subjects, tenable from Ist October, 


1955, normally for 3 years in the first instance. ame not less 
than £750 p.a. with family allowances and F.S.8.U 

Information and agpneation forms can be obtained from the 
Academic Registrar, University of London. Senate House, W.C.1. 
Applications must be received not later than 16th April, 1955. 


THE UNIVERSITY OF LEEDS. Applications are invited 
for IMPERIAL CHEMICAL INDUSTRIES LIMITED 
RESEARCH FELLOWSHIPS in Bacteriology, Biochemistry, 
Biomolecular Structure, Botany (Plant Biochemistry and Bio- 
hysics ), Chemical Engineering, Chemistry, Chemistry of Leather 
ufacture, Chemotherapy, Colour Chemistry and Dycing, 
Engineeri (Civil, Electrical or Mechanical), Fuel and Refrac- 
rane Geology (including Geoc hemistry ), Metallurgy, Mining 
—— Flotation and Geophysical Surveying), Pharmacology, 
ar. Carty or Textile Industries (Protein Chemistry 
4 Wool Textile Engineering). The Fellowships will be of an 
cane value within the range £600-£900 a year accoiding to 
qualifications and experience and will normally be tenable for 
3 years. Further particulars can be obtained: on uest. 
Applications (3 copies ; 1 in the case of applicants from 


overseas ), ther with the names of 2 referees, should reach 
a. The University, Leeds, 2, not later than 15th 
pril, 1955. 


THE J COLLEGE OF KHARTOUM, Sudan. 
Applications are invited for appointment to :— 

CHAIR OF PATHOL OGY. 

CHAIR OF SURGERY. 
Salaries ££2625 p.a. Cost-of-living allowance now approxi- 
mately £E150 p.a. Outfit allowance £50 on first appointment. 
Passages for appointee and family on appointment, termination 


and annual leave. Appointment on contract for 3-7 years 
(renewable) with bonus on completion (1 months salary for each 
year of service). No income-tax at present payable in Sudan. 


Detailed applications (8 copies), naming 3 referees, to 
received by 4th April, 1955, by Secretary Inter-University 
Council, 1, Gordon-square, London, W.C.1, from whom further 
information may be obtained. 
UNIVERSITY COLLEGE OF THE WEST INDIES. 
Applications are invited for LTR in Department 
of Obstetrics and Gynec ology. Duties include clinical work at 
Consultant level in Universi - College Hospital, instruction of 
students working for medical degrees of University of London 
and research. Salary £950-£50-£1100-£50-£1400 p.a., point of 
entry depending on qualifications and experience. Child 
allowance. F.S.S.U. Unfurnished accommodation at rental of 
5% of basic salary. The successful applicant will be expected 
to take up the post as soon as possible. 

Applications (10 copies), detailing qualifications and experience 
and naming 3 referees, to be received before 28th March, 1955, 
by the Secretary, Senate Committee on [renee Overseas in 
Special Relation, University of Londog, W.C.1, from whom 
further particulars may be obtained. 


Hospital Services : Senior Appointments 


NORTH — METROPOLITAN REGIONAL HOS- 
PITAL BOA 

(1) CHILD PSYCHIATRIST ,whole-time or 9 half-days a 
week), Berkshire Child Guidance Service. Service administei 
by Joint Committee of Berkshire County and Reading Education 
Authorities and Oxford and North West Metropolitan Regional 
i Boards. Duties include clinic at Maidenhead, sessions 

in Reading Clinic and psychiatric care of Bees in hostels for 
maladjusted children in Maidenhead and Wokingham. — 
bility of session for adult psychjatric outpatients at 
Berkshire Hospital. Salary wr (unless below 32 yeate)-i 0. 

Applications by 4th Aue 955. 

(2) CONSULTANT E t. i RGEON (part-time, 2 or 3 
half-days a week), Hornsey Central Hospital, Park-road, N.8 
(61 Beds). 

Applications by 12th April, 1955. 

Clinics and Hornsey Central Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, 

tary, North West Metropolitan Regional Hospital Board, 
lla, Portiand-place, V W.1. 
ST. BARTHOLOMEW’S HOSPITAL, London, E.C.1. 
A plications are invited for the post of CHEMICAL PATHO- 

PATHOLOGY to the Medical Co rable as from 1s y. 

iit be on a full-time salary basis 


art of which will be - & the Hoepital and FS by the 
Medical College. BR eat ent will be subject to a satis- 
factory health re 


Applications, .- with the names of 3 referees, should 
be TRelved not later than Ist 1955, and should be 
addressed 


to C. C. CARUS-WILSON, Clerk to the Governors. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Part-time CONSULTANT SURGEON to undertake 6 notional 
half-days a week, inclusive of travelling time and emergencies 
in the Woolwich and Lewisham Groups of hospitals. Candi- 
dates must have had wide experience in general surgery and be 
Fellows of a Royal College of Surgeons. The appointment will be 
in accordance with the terms and conditions of service of hos- 
pital medical and dental staffs (England and Wales). Candidates 
may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 

experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 19th March, 1955. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Mid- 
WORCESTERSHIRE GROUP OF HOSPITALS. Part-time CON- 
SULTANT OBSTETRICIAN AND GYNASCOLOGIST (2 
notional half-days weekly). Duties mainly at Kidderminster 
Geneon Experience specialty and higher qualification 
essentia 

Applications (15 copies), stating name, age, nationality, 

ualifications, present and previous appointments, and details of 

referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 21st March, 1955. 

LEEDS REGIONAL HOSPITAL BOARD 

(1) Whole-time appointment of SENIOR CASUALTY 
OFFICER for duties at the Batley and Dewsbu General 
Hospitals. The person appointed to undertake duties in the 
Casualty Departments under the a supervision of the 
Consultant Orthopedic Surgeon-in-C together with duties 
in the Orthopeedic Department at the Batley Genera] Hospital, 
and be resident in or near Batley. The salary will be within the 
range of £1500-£1950 p.a. and the tenure of the appointment 
will be for a period not exceeding 4 years. The appointment 
will be superannuable and subject to terms and conditions of 
service as laid down by the Board which will be similar but not 
necessarily identical to the terms and conditions of service of 
hospital medical and dental staffs. 

(2) Whole-time _Locum SENIOR HOSPITAL MEDICAL 
OFFICER in Anesthetics for duties at hospitals in Pontefract 
and Goole. Appointment will be for period of up to 1 year 
and person appointed will be required to reside in Pontefract. 

Applications (12 copies), stating age, qualifications and 
details of appointments held showing dates, with names and 
addresses of 3 referees, to the ee, Park- -parade, Harrogate, 
not later than 18th March, 19 
LIVERPOOL REGIONAL HOSPITAL BOARD. North 
LIVERPOOL AND FAZAKERLEY GROUPS. Applications are invited 
for the post. of CONSULTANT RADIOLOGIST, whole-time 
or on maximum part-time sessions, with duties mainly at 
Walton, Aintree, and Bootle Hospitals. Candidates must 
possess a Diploma in Radiology and should have had wide 
experience in the specialty. 

Forms of application from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James- “street, Liverpool, 2, to be 
received not later than 26th March, 1955. 

VINCENT COLLINGE, Secretary to the Board. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Liverpoot 
CITY AREA. Applications are invited for the post of Part-time 
CONSULTANT ANASSTHETIST on maximum sessions mainly 
in the East and North Liverpool Hospital Groups. Candidates 
must have at least 5 years recognised training and experience 
in anesthesia and must be Fellows of the Faculty of Anesthetists 
or possess a 2-part Diploma in Anssthesia. 

Forms of applic ation from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James- -street, Liverpool, 2, to be 
received not later than 26th March, 1955. 

VINCENT COLLINGE, Secretary to the Board. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 3 
NICHOLAS’ HOSPITAL, GOSFORTH, NEWCASTLE UPON TYNE, 3. 
(1200 Beds.) ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer status), whole-time, resident. House available. 
Candidates should normally hold a D.P.M., but applications 
will be considered from candidates with no previous practical 
experience in psychiatry who hold a higher qualification, have 
had wide experience in general medicine, including Senior 
Registiar posts, and intend to obtain a D.P.M. and specialise 
in Psychiatry. Full particulars from Physician-Superintendent. 

Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, Blythswood South,” Osborne-road, 
Neweastle upon Tyne, 2, within 28 days. 

OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the ae of ASSISTANT ANASTHETIST in 
the grade of Senior Hospital Medical Officer for 9 sessions per 
week (non-resident) to the hospitals of High Wycombe and 
— Hospital Management Committee as a member of the 

Area Department. Applicants should hold the D.A. The hos- 

pitals may be visited by arrangement with the Secretary, High 

V ycombe and District Hospital Management Committee. 

Applications (10 copies), stating age, qualifications, experience, 
and the names and addresses of 3 referees, to reach the Pag 
of the Board, 43, Banbury-road, Oxford, by 18th Wareh, 195 
SCOTLAND. WESTERN REGIONAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT PSYCHIATRIST based at the Crichton 
Royal Mental Hospital, Dumfries. Salary (at age 32 and over) 
on the seale €1500—£50—£1950. A small residence is available. 
This appointment is subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 refe roe 
to reach the Secretary, Western Regional Hospital Board, 
West Regent-street, Glasgow, not later than 30 days after os 
publication of this advertisement. 
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SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. DUNDEE GENERAL HOSPITALS. Applications are invited 
from registered medical practitioners for the appointment of 
DEPUTY GROUP MEDICAL SUPERINTENDENT to the 
Board of Management for the Dundee General Hospitals (totalling 
1576 Beds). The 2 main hospitals in the group are Dundee Royal 
Infirmary (510 Beds) and Maryfield Hospital (400 Beds). 
These hospitals are teaching hospitals i. with the 
Medical School of St. Andrews University. he duties are 
entirely administrative. Salary £1150-£66 13s. id. ~£1350. The 
post is non-resident. 

Further particulars and a form of apyicction & may be obtained 
from the Secretary, Eastern Regional Hospital Board, ‘“‘ Braek- 
nowe,”’ 430, Blackness-road, Dundee, with whom applications 
should be lodged not later than 19th March, 1955. Canvassing 
whether direct or indirect will be a disqualification. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 5 ae are invited for an appointment as 
Part-time CONSULTANT in E.N.T. Surgery for 7 notional 
half-days a week, inclusive of travelling time and emergencies, 
to the Medway and Gravesend, and Mid-Kent Groups of hos- 
pitals and including visits to the special units at Oakwood 
Hospital, Maidstone ; Leybourne Grange Colony, West Malling 
and Lenham Sanatorium, near Maidstone. Candidates — 
have had wide experience in E.N.T. surgery and be Fellows of a 
Royal College of Surgeons. The appointment will be in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs ( —~ a and Wales). Candidates may visit 
the hospitals concerne 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 19th March, 1955 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Part-time CONSULTANT SURGEON to unde e 4 notional 
half-days a week in the Bromley, Kent, Group of hospitals. 
Candidates must have had wide experience in general surgery 
and be Fellows of a Royal College of Surgeons. The appoint- 
ment will be in accordance with the terms and conditions of 
service of hospital medical and dental] staffs (England and 
Wales). Candidates may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 

experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Pe Committee, South 
East Metropolitan Regional Hospital Board, 11, Portiand- 
place, W.1, not later than 19th March, 1955. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Locum Tenens ANASSTHETIST of 
Consultant or Senior Hospital Medical Office: status for the 
Isle of Wight Group for a month from 4th April and for the 
Salisbury Group for 3 weeks from 12th Apiil. Both appoint- 
ments for 9 sessions weekly. Remuneration in accordance with 
the terms and conditions of service of hospital medical staff. 

Applications to Area Secretary, South West Metropolitan 
Regional Hospital Board, Highcroft, Romsey-road, Winchester, 
by March. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Offices grade) at St. Ebba’s 
Hospital, Epsom, Surrey (865 Beds), which is principally 
concerned with the treatment of voluntary cases of good p1og- 
nosis and has over 1200 admissions annually. Full facilities for 
psychological and physical investigations and all modern treat- 
ment methods used. The hospital has outpatient departments 
and special unit for juvenile psye hiatric cases. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 114, Portland- 
place, W.1, by 26th March, 1955. Applicants may visit Hospital 
by local ariangement. 

MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time Additional CONSULTANT RADIOLOGIST 
to Wigan and Leigh Hospital Centre, about 5 sessions in the 
Leigh area (Leigh Infirmary, &c.) and the remainder at the 
Royal Albert Edward Infirmary, Wigan, and other hospitals 
in the Group. Wide experience and higher qualifications essen- 
tial, appointee to live in Leigh area. 15th March, 1955. 

(6) Whole-time TUBERCULOSIS PHYSICIAN AND MEDI- 
CAL OFFICER in charge of a Mobile Mass Radiography Unit 
(Senior Hospital Medical Officer) based on Ladywell Hospital 
Salford. Appointee will also have clinical duties under genera 
guidance of a Consultant at Chest Clinics, &c., in the Salford or 
ent areas. Previous of chest diseases and 

M.R. required. 14th March, 195: 

‘(c) 2 whole-time NON- RESIDENT ASSISTANT RADIO- 
LOGISTS (Senior Hospital Medical Officer). 

(i) Bury and Rochdale Hospital Centres (Bury General, 
Rossendale and Birch Hill Hospitals. Rochdale 
Infirmary, &c.) 

(ii) Ashton, Hyde and Glossop Hospitals, near Manchester, 
aahen- under-Lyne General Hospital—Lake and Infirmary 

ranches ). 
Applicants should possess the D.M.R.D. and have had good 
experience in diagnostic radiology. 21st March, 1955, 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 

Hospital Services : Junior Appointments 
BATTERSEA GENERAL HOSPITAL, Battersea Park 
S.W.11. RESIDENT SURGICAL OFFICER (Junior Hospital 
Medicai Officer grade), vacant end of March. 

sony Hospital Secretary, enclosing copies of 2 recent testi- 

monials, 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
Apaiicetrone are invited for the post of SENIOR HOUSE 
FICER in the Pathology Department. Good experience in 

all branches of Pathology. Appointment vacant 28th April, 1955. 

Applications, with names of 2 referees, to Medical Director 

y 14th March, 1955. 

CEN TRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
and Urological Department. Appointment for 6 months from 
4th April, 1955. 

Applications, with copies of 2 testimonials, to Medical Director 
by 12th March, 1955. 

CONNAUGHT HOSPITAL, Walthamstow, €E.17. (118 
Beds.) HOUSE PHY go | epee for a period of 6 months. 
Post vacant 24th March, 1 

Applications, with full details and copies of 2 recent testi- 
monials, to be sent immediately to Secretary, Hospital Manage- 
ment Committee, Forest Group, Langthorne-road, E.11l. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) HOUSE SURGEON required for 6 months (General 
Surgery and Special Departments). Post vacant 17th May, 1955. 
Recognised for F.R.C.S. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
GUY’S HOSPITAL, S.E.1. Applications are invited for 
the appointment of GHIEF ASSISTANT in the Neurological 
Department (whole-time, Senior Registrar grade). Duties to 
commence on lith April, 1955, o1 as soon as possible thereafter. 
The appointment will be made for the period ending 30th 
September, 1956, in the first instance. 

‘orms of application are obtainable from the Seattendet, 
Guy’s Hospital, and should be eggs oT with the names of 
2 referees, not later than 17th March, 

QUY’S HOSPITAL, 8.E.1. A “are invited for 
the post of Locum E.N.T. HOUSE SURGEON, tenable at the 
Guy’s E.N.T. Unit housed at Orpington Hospital, for the period 
ending 3lst May, 5. Locym salary is at the rate of 
a 10s. per week, with the appropriate deduction for board and 


“Applications should be lodged with the Superintendent, 
Guy’ Hospital, London Bridge, S.E.1, not later than 11th 


QUY’S HOSPITAL AND SOUTH EAST METROPOLI- 
TAN REGIONAL HOSPITAL BOARD. nt fuses are invited to 
fill an established vacancy as SENIOR REGISTRAR in Psycho- 
Medicine until] 30th September, 1 appointment 
will made jointly by the Bodies - 1 and will be held 
at the Regional Hospital in the Bexley Group until goth Sep- 
tember, 1957, and the final poe will be at Guy’s Hospital 
expiring 30th’ September, 195 The appointment will be in 
accordance with the terms and cogne of service of hospital 
medical and dental staffs (England and Wales). 

Forms of application are obtainable from, and should be lodged 

with, the Superintendent, Guy’s Hospital, S.E.1, not later than 
18th March, 1955. 
HACKNEY HOSPITAL, Condon, 1 E.9. (Generai—844 Beds.) 
Applications are inv vited. 12 months appointment fiom 
22nd April as SENIOR HOUSE OFFICER (obstetrics and 
gynecology). Post recognised for M.R.C.O.G. 

Apply, with copy testimonials, to Group Secretary at above 
address, by 19th March, quoting HH/SHO. 
Bec coeeee for 6 months appointment of 

POFFIC E.N.T. HOUSE SURGEON 
tna ouse Officer che ay vacant mid-March, should reach the 
at above address, as soon as possible, quoting 
HAMMEREMITH ‘HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, London, W.12. Whole-time NON-RESIDENT 
REGISTRAR required Ist May in the Hammersmith Chest 
Clinic, Hammersmith Hospital. Previous experience of chest 
clinic and/or sanatorium or chest hospital practice desirable. 

Applications, stating age, qualifications, experience, names 
of 2 referees, to Secretary, Board of Governors, by 14th March. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the post of RESIDENT HOUSE PHYSICIAN, 
vacant 13th April, 1955, at above Hospital. 

Application forms from the Physician-Superintendent. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR REGISTRAR to the 
Radiotherapy Department. Candidates must hold a Diploma 


in Radiotherapy. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the House Governor by 3ist 
March, 1955. . BRIERLEY, House Governor. 
MILE ENO HOSPITAL, “Bancrott-road, E.1. (475 Beds.) 
CASUALTY AND RECEIVING-WARD OFFICER (Senior 
House Officer) required for duty on or after 22nd March, 1955. 

Application forms may be obtained from the Physician- 

Superintendent and should be returned by 11th March with 
copies of not more than 3 testimonials. 
NORTH LONDON BLOOD TRANSFUSION CENTRE, 
Deansbrook-road, EDGWARE. JUNIOR HOSPITAL MEDIC AL 
OFFICERS for full-time duties with mobile teams at donor 
sessions. Opportunity for training in clinical pathology exists. 

Applications, giving age, aualifications, avd names 


of 2 referees, to Director not later than 12th March, 195.5 
NORTH MIDOLESEX HOSPITAL, Edmonton, N.18. 
CASUALTY OFFICER (Senior House Officer grade). Post 


recognised for F.R.C.S. 6 months appointment starting 21st 
April (LOCUM required from 12th April). Non-resident. 

Applications, stating age, nationality, qualifications, éxperi- 
ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, by 15th March. 


- 


PITA 

(a) SURGICAL REGISTRAR (non-resident), Hertford 
County Hospital, Hertford. Recognised for F.R.C.S. 

(2) REGISTRAR in Obstetrics and G pee ology (resident), 
North Middlesex Hospital, Edmonton, N. 140 obstetric and 
60 gyneecological beds. Recognised for M.R. o. 0.G. as a combined 


post. 
(3) REGISTRAR in ey (resident or non-resident), 

Goodmayes Hospital, Ilford, Essex. 
if married), 


(4) REGISTRAR in Psychiatry (non-resident, 
Wickfo: Essex. 
5) MEDICAL REGISTRAR (resident or non-resident— 

resident on duty nights), Hackney Hospital, E.9. M.R.C.P. 
esirable. 

Hospital, Leytons E.11. D.C.H 

Nuttall-street, N.1. Candidate should possess higher 
qualifi 

(8) REGISTRAR in Pathology (resident), Whipps Cross 
Hospital, E.11. 

A ppointments subject to review after 1 y 

Separate applications in duplicate, with 2 copies of 2 recent 
eemnenien, to Secretary, 114, Portland-place, W.1, by 19th 


NATIONAL HOSPITALS FOR ERVOUS DISEASES. 


Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at e National 
ueen-square, W.C.1. This post carries the grade of 


Hosp 


rar. 

Applications, giving the names of 3 ag tra to be sent to the 
undersigned not later than 19th March, 

“WART MITCHELL, Secretary to the Sean of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-sqnare, W.C.1. 

PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. (582 Beds.) Applications are invited for the post of 


REGISTRAR (obstetrics and neecology ). Whole-time, 
Resident or non-resident. Resident post. ised for 
M.R.C.O.G. Department contains 93 obstetric and 38 gynesco- 


logical beds. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 
Secretary to Committee, wesenaes General Hospital, Harrow- 
road, W.9, |, by 21st March, 1955 
PRINCESS BEATRICE HOSPITAL, Earis Court, 8.W.5. 
CASUALTY OFFICER (Senior House Officer grade), some 
anesthetic duties, resident. . 

Applications immediately, stating age, qualifications with 
3 testimonials, to House Governor. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic 8 ry to fill a 
vacancy in the approved trainee establishment at the Seamen’s 
Group of hospi The appointment will be in accordance 
with the terms and conditions of service of 
and dental staffs onan and Wales), and will for 

in the first instan 

Applications, ~ particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
ie Portiand-place, London, W.1, not later than 19th March, 
955. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered Women practitioners for the post of Part-time 
NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer grade) to attend every morning. The appointment is for 
a period of 6 months commencing 4th May, 1955. 

For form of application apply to the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, S.W.4. Applications are invited from pre-registration 
and registered Female medical practitioners for the appoint- 
ment of OBSTETRIC HOUSE SURGEON at the above Hos- 
pital. Post recognised for the M.R.C.0.G. Appointment is for 
6 months from 20th May, 1955. 

Forms of application from the Secretary. 

SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
RESIDENT HOUSE OFFICER (Senior House Officer grade) 
required to take charge of 32 surgical beds under the direction 
of the Surgical Consultant of Lambeth Hospital, Kennington ; 
and also to work under the E.N.T. Consultant at the South 
Western Hospital. 

Form of application from the Group Secretary, Lambeth 
Hospital Managem@nt Committee, Renfrew- 
roa 
ST. LEONARD'S HOSPITAL, Nuttali-street, London, N.1. 
(Acute General—192 Beds.) Applications are invited for 
the post of SENIOR HOUSE OFFICER in General Medieine 
(resident) vacant from 4th April, 1955. 

Applications, with copies of 2 testimonials, to the Hospital 

Secretary by 19th March, 1955. 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, N.1. 
(Acute General—192 Beds.) Applications are invited from 
registered or peewee, registered medical practitioners for 
the post of HOUSE SURGEON. Post vacant 12th April, 1955. 

Applications, with poe of 2 testimonials, to the Hospital 
Secretary by 19th March, 1955. PETS 
ST. THOMAS’S HOSPITAL AND THE SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. (Joint 
Whole-time SENIOR SURGICAL for 1 year 
the first instance. 8 sessions Re r week at St. Peter’s Hospital, 
Chertsey, and 3 sessions at St. Thomas’s Hospital. 

Applications (5 copies), including names and addresses of 
to the Clerk Governors, St. Thomas’s Hospital, 

, by 19th March, 
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ST. THOMAS’S HOSPITAL AND THE SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. (Joint appointment. ) 
Whole-time SENIOR MEDICAL REGISTRAR at St. Thomas’s 
Hospital and the Southampton Group of hospitals. Subject to 
annual reappointment, the successful candidate will work for 
approximately equal periods at each of these centres. 

Applications (5 copies), including names and addresses of 
2 referees, to the Clerk of the Governors, St. Thomas’s Hospital, 
8.E.1, by 19th March, 1955 
ST. THOMAS’S HOSPITAL, London, S.E.1. Whole-time 
REGISTRAR to the Department of Physical Medicine for 1 
year in the first instance. 

Applications, including names and addresses of 
to =s Clerk of the Governors by 12th March, 1955 
ST. JAMES’ HOSPITAL, Baiham, 8.W.12. Senior House 
OFFIC ER (orthopedic and trauma). Recognised for F.R.C.8. 
Post vacant Ist April. 

Applications, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at above address by 14th March. 


ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Paul’s Hospital on ist June, 1955. 
Applications invited from male candidates on the British register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 months if 
recommended. Candidates should be prepared to spend |] year 
at the Hospital if required. 

Applications (42 copies), with 12 copies of 3 recent testi- 
monials, should reach the House Governor, St. Peter’s Hospital, 
Henrietta-street, W.C.2, by 2nd April, 1955 
ST. STEPHEN’S HOSPITAL, Cheisea, 8.W.10. Casualty 
OFFICER (with anesthetic duties), Senior House Officer grade. 

Applications, naming 2 referees, to Medical Superintendent 
immediately. 


ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR, general medical duties, non-resident. 
Application forms from (and re turned within 14 days to) > 
Group Secretary, St. Luke’s Hospital, Sydney-street, 8.W.3 
(enclose foolscap stamped addressed envelope). 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 15th June, 
1955, for a HOUSE PHYSICIAN (Senior House Officer). 
Further particulars and form of application, which must be 
returned not later than 28th March, 1955, are obtainable from 
the undersigned. 
F. RUTHERFORD, House Governor and Secretary. 


oo HOSPITAL FOR SICK CHILDREN, Great Ormond- 
treet, London, W.C.1. There is a vacancy for a Part-time 
SENIOR REG ISTRAR to the Ophthalmic Department, 
attending for 1 session per week on Thursday afternoons. 
Further particulars and form of application, which must be 
returned not later than Monday, 28th March, 1955, are obtainable 
m the undersigned. 
i RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. Applications are invited for the post of 
SURGICAL REGISTRAR, falling vacant on Ist July, 1955. 
The appointment is whole-time, non-resident, and is graded as 
that of a Senior Registrar. 

Full pgm and form of application, 
returned not later than Monday, 28th 
from the undersigned. 

1. F. RuTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 29th June, 
1955, for a RESIDENT DENTAL HOUSE SURGEON (Senior 
House Officer). The post is recognised for the Fellowship in 
Dental Surgery, Royal College of Surgeons. Experience is given 
in both oral surgery and orthodontics. 

Further particulars and form of application, which must be 
returned not later than 28th March, 1955, are obtainable from 
the undersigned. 

H. F. RoTHERFORD, House Governor and Secretary. 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Registrar grade) at the Hospital) for 
Tropical Diseases, 4, St. Pancras-way, N.W.1, from Ist May, 
1955. Appointment for 6 months renewable. 

Applications, with names of 2 referees, to the Administrator 
and Secretary by 22nd March, 1955. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of CASUALTY OFFICER 
(graded Senior House Officer) vacant 25th March, 1955. Salary 
£745 p.a., less £150 p.a. for board lodging, &c. 

Applications, with fll details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 


WEST LONDON HOSPITAL, Hammersmith-road, 
London, W.6. Whole-time NON-RESIDENT SENIOR 
REGISTRAR (pathology) required. Post vacant Ist April. 
Applications, stating age, qualifications, ex ——_ names of 
3 referees, to Secretary, Board of Governors, The Hammersmith, 
West London and St. Mark's Hospitals, Ducane-road, W.12, 
by 14th March. 


WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Applications are invited for the post 
of SENIOR HOUSE OFFICER (Casualty Officer) at above 
Hospital. This post, which is recognised by the Royal Coll 
of Surgeons for 6 months casualty training under the Fellowship 
regulations, becomes vacant on 24th April, i 

by ‘on the Hospital tary to be returned 

17th March, 


2 referees, 


which must be 
arch, 1955, are obtainable 
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WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of REGISTRAR to Department of 
a Pathology for 1 year in first instance from Ist April, 
5. 
Applications (5 copies), with names of 2 referees, to House 
Governor by 19th March. 
ABBOTS LANGLEY, HERTFORDSHIRE. LEAVESDEN 
HOSPITAL. SENIOR HOUSE OFFICER required at above 
Hospital for mental defectives (2250 Beds). 
Aponlications to Physician-Superintendent. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE RESI- 
DENT SENIOR HOUSE OFFICER (Male) for Tuberculosis 
Unit of 56 with some outpatient work. Post vacant 14th 


h, 195 
Applications, ling age, 
copies of up to 


qualifications, and experience, with 
testimonials, to Medical Director of 
Hospital 


AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE AND ASSOCIATED HOSPITALS MANAGEMENT COM- 
MITTEE. 

Stoke Mandeville Hospital (609 Beds) 

HOUSE PHYSICIAN for the Pediatric Department. The 
ost qualifies for D.C.H. Duties will include care of children in 
nfectious Diseases Unit, Plastic Unit and Outpatient Depart- 
ment, Royal Buckinghamshire Hospital. Recognised pre- 
registration post; applications from registered practitioners 
will be considered. Post vacant from 23rd March. Interview 
Wednesday, 9th March. 

For the above post please apply, with copies of 2 testimonials, 
to the Administrative Officer, as soon as possible. 
BARNSLEY. ST. HELEN HOSPITAL. Applications are 
invited for the post of HOUSE SURGEON (Senior House 
Officer grade) to the Obstetrical and Gynecological Unit (107 
Beds), duties to commence on Ist April, 1955. The post is 
recognised for the D.Obst.R.C.0.G. and the M.R.C.0O.G. Salary 
in accordance with terms and conditions of service for hospital 
medical staff. 

Applications, giving names of 2 referees, should be sent as 
soon as possible to— J. H. Nunn, Group Secretary, 
Barnsley Hospital Management Committee. 

33, Gawber-road, Barnsley. 

BEDFORD GENERAL HOSPITAL. (437 Beds.) Senior 
HOUSE OFFICER (Male or Female) in Gynecology and 
Obstetrics, required to be resident at the Bedford General 
Hospital. The Unit comprises 26 gynecological and 61 obstetric 
beds and a busy Outpatient Department, offering excellent 
experience. Post vacant immediately and recognised for the 
D.Obst.R.C.0.G. Salary £745 p.a., less £170 p.a. for residential? 
accommodation. 

Application forms obtainable from, and returnable to, Group 
Secretary, Bedford te 9 Hospital Management Committee, 3, 
Kimbolton-road, Bedfor« by 12th March, 1955. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Birmingham (Dudley Road) Hospital Management 
Committee, Dudley Road Hospital, Birmingham, 18 

OPHTHALMOLOGIST (Registrar) for Birmingham Eye 
Hospital, Birmingham, 3, Research Department, assist in 

experimental physiology and clinical research. Opportunity to 
work for higher degree. 
(2) Birmingham (Selly Oak) Hospital Management 
Committee, Oak Tree-lane, Birmingham, 

SURGICAL REGISTRAR for Birmingham Accident Hos- 
ital, Birmingham, 15 (215 Beds). Special experience available 
n treatment of shock and infection, and principles of plastic 

surgery in connection with Medical Research Council Burns 
Unit. Previous experience not essential. F.R.C.S. advantageous. 

SURGICAL REGISTRAR for Birmingham Accident Hos- 
ital, Birmingham, 15. Duties with Accident Surgical Team. 
-ossibility of transfer to Burns Unit. General surgical experience 

essential. Higher qualification advantageous. 
(3) Mid-Worcestershire Hospital Management Com- 
mittee, Birmingham-road, 

REGISTRAR in Psychiatry. Duties mainly at Lea Colony, 
Bromsgrove, and Lea Castle ( Yolony, Kidderminster (aggregat 
402 Beds). Experience specialty desirable. Hospitals recognise 
for D.P.M. Non-resident. 

(4) South Worcestershire Hospital Management 
Committee, Worcester Royal Worcester 

REGISTRAR in Obstetrics and ——— ology for Worcester 
Royal Infirmary/Ronkswood Hospital (50 obstetric and 

gynecological bedded unit). Single/married quarters available. 
(5) West Bromwich and District Hospital Seagement 
Committee, West Bromwich and District General 
Hospital, Edward-street, West Bromwich 

Whole-time REGISTRAR in General Surgery for Hallam 
Hospital, West Bromwich (456 Beds). Resident. Recognised 
for F.R.C.S. Post offers wide experience in surgical practice. 

Application forms from Group Secretaries, to returned 
before 21st March, 1955. Candidates may visit hospitals. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Birm- 

INGHAM (SELLY OAK) GROUP OF HOSPITALS. Whole-time ie ap hg 
REGISTRAR in General Medicine. Duties mainly at § hex Fix 
Hospital (1098 Beds). Experience specialty and 
essential. Additional higher qualification an advantage. ones 
ful candidate may be required to spend 2s more than 2 years in 
a selected hospital of the United ham Hospitals in 
accordance with he 3 Boards. for the —— ange of Registrars 
agreed between the 2 

Application Secretary, Regional Hospital Board, 
10, Augustus- irmingham, 15, to be returned before 
2ist March, 1955. 

BIRMINGHAM LITTLE BROMWICH HOSPITAL. 
HOUSE OFFICER’ for surgical and gynecological wards. 


Recognised for pre-registrat 
Apply Physician -Superintendent. 
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BIRMINGHAM, 9. LITTLE BROMWICH HOSPITAL. 
SENIOR HOUSE OFFICER in Infectious Diseases. Oppor- 
tunities for study of infectious diseases. Part of Hospital oe 
Sevens as General Hospital, where further experience can 


gain 
Physician-Superintendent. 

BIRMINGHAM (SANATORIA) GROUP HOSPITAL 
MANAGEMENT COMMITTEE. YARDLEY GREEN HOSPITAL— 
THORACIC SURGICAL UNIT. Applications are invited for the post 
of SENIOR HOUSE OFFICER or HOUSE OFFICER accord- 
ing to experience. The appointment will give broad oppor- 
tunities for experience in both tuberculous and non-tuberculous 
thoracic surgery. 

Applications, stating age, training and 

ence, together with copies 3 recent testimonials, should be 
addressed to the Group Secretary, Yardley Green Hospital, 
Birmingham, 9. 
SIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds.) . SE NIOR HOUSE OFFICER (anesthetics), resident 
or non-resident. Exceptional opportunities for reading for 
higher qualifications. 

Apply Medical Superintendent with details of qualifications, 
experience, age, and copies of 3 recent testimonials. 
BIRMINGHAM. SOLIHULL HOSPITAL. Senior House 
OFFICER (obstetrics and gynecology), vacant end of April. 
Previous experience desirable. 

Applications, with names of referees, to Medical Superin- 

tendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS, THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Appears are invited for the appointment of 
RESIDENT NIOR HOUSE OFFICER (olinieal pathology ) 
vacant on Ist May, 1955, for 1 year. Apes should have 
held resident appointments in a children’s pital or a children’s 
department of a general +, The successful applicant will 
be required to work in the Clinical Pathological Department. 

Forms of be obtained House 
Governor and should be returned by 19th March, 

G. A. PHALP, Secretary to the Board ef a 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. SENI OR HOUSE OFFICER (casualty ) required to 
commence duty on 15th March, 1955, or before. Previous surgical 
experience essential. 

‘orms of application may be ree one from the House 
Governor, and should be returned immediate 
G. A. PHALP, Secretary to the Board of Governors. 


BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (Midway between London and Cambridge— 
Main Line from Liverpool Street.) Applications are invited 
for post of SENIOR HOUSE OFFICER (pathology), resident. 
Appointment to commence in April for period of 1 year. Salary 
£745, less £130 p.a. in respect of residential emoluments. 

Applications, stating qualifications, nationality, age and 
experience, with copies of recent testimonials or names of 2 
referees, to Hospital Secretary. 


BLACKBURN AND DISTRICT HOSPITAL -MANAGE- 
MENT COMMITTEE. 
REGISTRAR (surgery) required immediately at Royal 
Infirmary, Blackburn (262 acute beds). Recognised for F.R.C.S. 
Forms of application from the Secretary, Hospital Management 
Committee Office, Royal Infirmary, Blackburn. 

OUSE SURGEONS (2) required for Royal Infirmary, 
Blackburn, mid- April. Recognised for pre-registration purposes 
and for F.R.C 

HOUSE SU ‘RGEON required for Queen’s Park Hospital, 
Blackburn, end April. Recognised for F.R.C.S. and for pre- 
registration purposes. 

Applications to Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn. 


BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
THE MANCHESTER REGIONAL HOSPITAL BOARD invite applications 
from registered practitioners for appointment on the staff of 
the Department of Thoracic Surgery. The successful applic cant 
will be graded either REGISTRAR or SENIOR ye! 
OFFICER according to qualifications and experience. The 
offers excellent opportunities for gaining experience in a ~ 
sultant Staffed Hospital and Department. 

Applications, together with the names of 2 referees or refer- 
=. mY be sent to the Group Secretary, Victoria Hospital, 

ackpool. 


BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
HOUSE SURGEON (casualty and orthopedics). Post now 
vacant. Recognised for 6 months casualty training for Final 
F.R.C.S. examination and for Pre-registration Service. 

duties in the Casualty and Orthopedic Departments. This is a 
busy General Hospital with a large Outpatient Department and 
the post provides excellent opportunities for ones me 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for the appointment of REGISTRAR in Thoracic 
Surgery (resident) for duties at the Thoracic Surgical Unit. 
The Unit provides full facilities for the surgical treatment of 
tuberculosis and non-tuberculosis cases. In addition, the holder 
of this post takes a share in certain of the general surgical work 
of the Hospital, which takes cases from Bournemouth and parts 
of - ee and Dorset. The post becomes vacant on Ist 
April, 

Forms of application, obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal bt gma Hospital, 
Gloucester- Boscombe, should be returned to him, duly 
— within 14 days of the appearance of this advertise- 
ment. 


BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. ROYAL VICTORIA HOSPITAL, Poole- 
road, WESTBOURNE. Applications are invited for the appoint- 
ment of SENIOR HOUSE OFFICER (resident) for E.N.T. 
and ophthalmic duties. Post vacant 25th March. In addition 
to duties at the above Hospital, the successful candidate will 
be required to assist in the E.N.T. outpatient clinics at the 
Royal Victoria Hospital, Boscombe, and the Poole General 
Hospital. The appointment is recognised for the D.O. and 
D.L.O. Diplomas. 

Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Boscombe. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of REGISTRAR in Orthopedic Surgery at the 
Royal Victoria Hospitals, Boscombe, Bournemouth, consisting 
of 494 Beds which includes 64 orthopedic beds. There is a large 
Outpatient Department covering both traumatic and non- 
traumatic orthopedics in all branches, in children and adults. 
The post is non-resident and is tenable for 2 years in the first 
instance. 

Forms of application obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hospital, 
Gloucester-road, Boscombe, should be returned to him, dul 
completed, within 8 days of the a appearance of this advertisement. 
BOSTON. GENERAL HOSPITAL. (80 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required with relief duties 
in the ene a Department. Post becomes vacant 18th April. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 14th March, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

BRADFORD A AND B HOSPITAL MANAGEMENT 
COMMITTEES. JUNIOR HOUSE OFFICER required for newly 
formed active Geriatric Admission Unit. The major portion of 
the duties will be carried out at St. Luke’s Hospital, Bradford. 

Applications, stating age, nationality, qualifications and 
experience, and copies of testimonials, to the Secretary, Royal 
Infirmary, Bradford. 
BRADFORD ROYAL INFIRMARY. vay Surgeon 
(general), vacant 20th March, 1955. Recognised f . 
and pre-registration purposes. Salary £425-—£525 p. 
p.a, residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary. : = 
BRADFORD. ST. LUKE’S‘'HOSPITAL. Senior House 
OFFICER (general medicine and clinical patholosy ), vacant 
Ist April. Salary £745 p.a., less £150 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
with copy to Secretary, Bradford Royal 

nfirmary 

BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP OF HOSPITALS. HOUSE SURGEON re 

in the E.N.T. Department of the above Group, vacant in 3 March, 
Recognised for F.R.C.S. and D.L.O. 

Appeesens, with details of experience, and qualifications, 

and naming 2 referees, to be sent to the A cainistentive Officer, 
Royal Sussex County Hospital, Brighton, 7. 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP. Locum SENIOR HOUSE OFFICER 
required for E.N.T. Department of the above Group for 2 weeks 
commencing 14th March. 

Applications, giving usual particulars, to the Administrative 
Officer, Royal Sussex County Hospital, Eastern-road, Brighton. 
BRIGHTON. SUSSEX EYE HOSPITAL, Eastern-road, 
BRIGHTON, 7. (56 Beds.) SENIOR HOUSE SURGEON 
(Senior House Officer) and HOUSE SURGEON {House Officer) 
required mid-April. Posts as for F.R.C.S. under 23 i. 

stating age, qualifications and experien 
— er with the names of 2 referees, to® the ‘Administrative 

cer. 

BROXBURN, WEST LOTHIAN. ye HOSPITAL 
(near EDINBURGH). Applications are invited for the A A point- 
ment as REGISTRAR or JUNIOR HOSPITAL ICAL 
OFFICER in Psychiatay. The Hospital is a a Ry. villa type 
hospital (over 1000 Beds) and is toe with a General 
Hospital (over 600 Beds) with special Units, e.g., Neurosurgical 
Plastic Surgical, &c., in addition to General Surgical and Medical 
Units. Facilities for experience are available for all types of 
treatment in the hospital and associated outpatient clinics. 
Salary and conditions of service in accordance with regulations. 

Applications, with full particulars of qualifications and 
experience, together with names of 3 referees, should reach the 
Physician-Superintendent, Bangour V. Hospital, Broxburn, 
West Lothian, within 14 days. 


MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Anesthetics (resident or non- ny The 
post, which will be limited to a tenure of 4 y e first 
instance, is based on Bury General Hospital, will’ 
duties at other hospitals in the Group, and provides wide 
experience. The anesthetic staff comprises, in addition, a 
Coneultant and a Senior Hospital Medical Officer. 

Apply, stating age, qualifications, experience, and names of 
2 referees, to H. WILKINSON, Group Secretary. 

__ Bury General Hospital Bury. Lancs. 
BRISTOL. WINFORD HOSPITAL. 
(230 Beds.) Applications are invited _ fro: tered medical 
practitioners for post of SENIOR HOUSE OF CER which is 
suitable for candidate reading for a <4 -y er grade qualification 
and is recognised for F.R.C.S. Hospital is staffed by Consultants 
of teaching hospital. 


Apply, stating age, qualifications and experience, with testi- 
Secretary. 
47 
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BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications are invited for the appoint- 
ment of a Male JUNIOR ASSISTANT VENEREOLOGIST 
(non-resident). The duties of the suecessful candidate will be 
vrimarily in connection with V.D. He will be attached to 
‘renchay Hospital and in addition will be required to undertake 
duties in the various Bristol area clinics. Previous experience in 
venereology an advantage. The appointment will be subject to 
the National Health Service superannuation regulations and 
terms and conditions for hospital medical staff. Salary scale 
£775-£50-4£1075 p.a. 

Applications, with full particulars of age, qualifications and 

experience and the names and addresses of 3 referees, should 
reach the Secretary, Frenchay Hospital, Bristol, not later than 
19th March, 1955. 
CAERPHILLY DISTRICT MINERS’ HOSPITAL, near 
CARDIFF. (175 Beds for acute medicine and surgery.) HOUSE 
SURGEON (pre-registration appointment) required at above 
Hospital. Married querters available. 

Apply to the Group Secretary, Rhymney and Sirhowy Valleys 
Hospital Management Committee. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Registrar 
(radiology ) required as soon as possible. 

Apply with full particulars and names of 3 referees, to 
Secretary by 19th March. = 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration, frat, 
second, or third post), which = jae d for the F.R.C. 
becomes vacant in early April, 1955. National Health Sarviet 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
KENT AND CANTERBURY HOS- 

TAL. (276 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER (casualty) which becomes vacant 
yd qn of March, 1955. Salary £745 p.a. Recognised for the 

Applications to be sent to the Hospital Secretary at the above 
Hospital, together with copies of 3 recent testimonials. 
CARDIFF. 8ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident) required 9th April, 1955, in Acute medical 
wards to work under direction of Consultants 

Application form from Group Secre tary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARSHALTON, SURREY. VEEN MARY’ HOS- 
PITAL FOR CHILDREN. (General Children’s -y of 818 Beds.) 
Whole-time ANASSTHETIC REGISTRAR he surgical prac- 
tice of the Hospital includes emergency, orthopedic, E.N.T. 
and general surgery and there is a special Surgical Unit in 
association with the Hospital for Sick Children, Gt. Ormond- 
yo The post is recognised by the amen f of Anesthetists. 

ylicants are invited to visit the Hospital by appointment 
ak the Physician-Superintendent. 

Applications, on forms obtainable from the Group Secretary, 

should be submitted by 12th March, 1955. 
CARSHALTON, SURREY. QUEEN MARY'S HOS- 
PITAL FOR CHILDREN. (General Children’s Hospital of 818 Beds.) 
Whole-time REGISTRAR required for surgical and ortho- 
peedic duties. Position vacant at the end of May. Applicants 
are invited to visit the Hospital by appointment with the 
Physician-Superintendent. 

Applications, on forms obtainable from the Group Secretary, 
should be submitted by 26th March, 1955. 

CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given for Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre under 
the guidance of the Consultants or the Resident Surgical Officer. 
Off duty time is generous and the a is one likely to snit both 
an officer seeking a higher qualification in surgery or one 
intending General Practice. The vacancy will occur on Ist April. 
Salary £745 p.a., with £130 deducted for residential emoluments. 

Apply Secretary, Chelmsford Management Com- 
mjttee, Chelmsford and Essex Hospital, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
are invited from registered practitioners for the post of RESI- 
DENT PAZDIATRIC HOUSE OFFICER (Male or Female) 
commencing as soon as possible, to work in the Perediatiic 
Unit of the Chelmsford Hospital Group. The Unit includes 
a Premature Baby Nursery of 10 cots and a Neonatal Depart- 
ment in the Maternity Block of the Hospital. The Department 
is recognised for the D.C.H. 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be sent 
as soon as possible to the Group Secretary, Hospital Manage- 
ment Committee, Chelmsford and Essex Hospital, London- 
road, Chelmsford. 

CHELTENHAM GENERAL AND EYE HOSPITAL. 
Qr0 Sem. ) RESIDENT SENIOR HOUSE OFFICER (casualty) 
requirec 

Applications, giving details of qualifications and experience 
and names of referees, to be sent to the Group Secretary, 
Sandford-road, Cheltenham. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hos vital). (430 Beds.) Required, 
RESIDEN HOUSE SURGEON (pre-registration) for the 
Gynecological (30 Beds) and B.N.T. (16 Beds) De ments. 

ary in accordance with terms ‘and conditions of National 
Health Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent as soon as possible. 
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CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (430 Beds.) ORTHO- 
PA.DIC HOUSE SURGEON required fiom 23rd April. Senior 
House Officer or House Officer (Intern) grade. Post recognised 
for F.R.C.S. or for pre-registration internship. Preference will 
be given to provisionally registered candidates. Salary 
aoa with terms and conditions of National Health 
Service 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
bay Beds.) E.N.T. REGISTRAR (part-time) required for up 

to 5} sessions per week. 

Apply to Physician-Superintendent (Tel. Ottershaw 441). 
CLACTON AND DISTRICT HOSPITAL, Ciacton-on-Sea. 
(58 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER (Resident Surgical Officer). Post tenable for 1 year. 

Applications, with copies of 3 testimonials. to the Group 
Secretary, Colchester Hospital Management Committee, , 14, 
Pope’s-lane, Colchester, Essex. 

CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds and Annexe 34 Beds—<Acute.) SOUTH CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. Whole-time RESIDENT 
SURGICAL REGISTRAR (approved for F.R.C.S.) vacant 
Ist April. 1955. Appointment for 1 year, renewable for second 
year. Salary £850/£965, less a deduction for residential emolu- 
ments. Married quarters (if required) will shortly be available. 

Applications, with names of 2 referees, to be sent to the Group 
Secretary, Barony Hospital, Nantwich, Cheshire, within 7 days. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds and Annexe 34 Beds—Acute.) SOUTH CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
OFFICERS (surgical) required (2 vacancies). Approved for 
F.R.C.S. Normally tenable for 6 months. Salary £425-£525, less 
a deduction of £125 for residential emoluments. Preference wil} 
be given to pre-registration applicants. 

Apply, stating age, qualifications, experience, &c., with names 
of 2 referees, to the Group Secretary, Barony Hospital, Nantwich. 
Cheshire. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANASSTHETIC REGISTRAR (whole-time) for Group 
required April. Duties mainly at Croydon General Hospital 
(200 Beds) and Mayday Hospital (618 Beds). a 
must have xpos in aneesthetics and possession of D.A. 

advantage. oth Hospitals recognised for F.F.A.R.C.8, oa 


Application forms obtainable from GEORGE A. PAINES, 
Group Secretary, Hospital Management Committee, General 
Hospital, Croydon. 

CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON (pre-registration post) for period of 6 months in 
first instance from Ist April. 

Application forms obtainable from GEORGE A. PAINES, Grou 
Secretary, Hospital Management Committee, General Hospi 
Croydon, ‘to be returned immediately. ake 
CROYDON. MAYDAY HOSPITAL. (618 Beds.) Locum 
Tenens ORTHOPASDIC HOUSE SURGEON for the period 
12th-—26th March, inclusive. 

Apply, giving full particulars, to— 

GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 

General Hospital, Croydon. 

CUPAR, FIFE. STRATHEDEN WOSPITAL. Applications 
are invited for the appointment o 

JUNIOR HOSPITAL MEDICAL ‘OFFICER 

SENIOR HOUSE OFFICE 
This Mental Hospital ae Beds) provides experience 
in all branches of psychiatry. There are adult outpatient 
and child psychiatric clinics covering the County of Fife. A 
modern hospital with operating theatre provides facilities for 
the practice of the latest treatment. 

Applications, giving personal particulars, qualifications and 
experience, together with names and addresses of 2 referees, to 
be submitted to the Physician-Superintendent. 
DARLINGTON MEMORIAL HOSPITAL. 210 Beds.) 
iy THE are invited for the post of RESIDENT HOUSE 
SURGEON (approved tration appointment) which post 
is ssonueenee 8 for the F.R.C.S. (Eng.). Salary in accordance with 
nation: 

Apply, giving age and references, to the undersigned forthwith. 

G. W. Beckwitu, Group Secretary. 
DERBY CITY HOSPITAL. (256 Beds. Recognised for 
in Obstetrics for D.Obst.R.C.0.G. and M.R.C.O.G.) 
1EFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESI- 
DENT REGISTRAR (obstetrics) required. Appointment for 
1 year in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 21st March, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SU (pre- (gynmoology), vacant 10th March, 
1955. Recognised for M. 

Applications, stating teil details, with copies ¥ 2 recent. 

tetipentals, should be sent as soon as possible to Hospital 

DERBYSHIRE ROYAL INFIRMARY. (396 

Beds. Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 

HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 

(orthopeedics) required. Post vacant Ist May, 1955. 
a om EY for 1 year in first instan 

Apply to Secret Sheffield Regional 


Fulwood-road, She eld, by 14th March, ase. 
nationality, qualifications, present and 
with dates, naming 3 referees. 
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DEWSBURY, YORKSHIRE. STAINCLIFFE GENERAL 
HOSPITAL, Healds-road. 
HOUSE OFFICERS :— 
(1) General Surgery 
(2) Obstetrics Gynecology. 
Vacant Ist May, 1955, and tenable for 6 months. Recognised 
re-registration appointments. The Hospital has a Surgical 
nit of 52 Beds. Casualty duty is shared with other House 
Officers. The Obstetrical and Gynecological Units have 37 and 
24 Beds respectively. 

Applications, with full details, and qpoting this journal, to 
the Administrative Officer at the Hospital 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT MEDICAL 
REGISTRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 14th March, 1955, givi » 
nationality, qualifications, present and previous ‘sppelnimnents 
with dates, naming 3 referees. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

RADIOLOGICAL REGISTRAR at the Norfolk and Norwich 
Hospital (440 Beds). The Department is the centre for Con- 
sultant Radiological Services to a large hospital group in Norwich, 
Great Yarmouth, and Norfolk. Appointment for 1 year, renew- 
able for second year. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 
Secretary at the Hospital. 

SURGICAL REGISTRAR. Great Yarmouth and Godteten 
Hospital (Norfolk and Norwich Group). Post recognised for 
F.R.C.S. Appointment for 1 year, renewable for second year. 
Candidates invited to visit Hospital by direct arrangement with 
Secretary-Superintendent at the Hospital. 

Applications, stating age, experience, and names of 3 referees, 

Secretary of Board, 117, Chesterton-road, Cambridge, by 
21st March, 1955. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715_ Beds.) RESIDENT SENIOR CAS UALTY 
OFFICER required at above Hospital. Salary £ p.a. ; 
deduction of £155 p.a. for board, residence, &c. 

Apply immediately, stating age, nationality, qualifications 
and xperienes, together with the names of 2 referees, to Group 
= tary, Edgware General Hospital. 

EDQWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(7 Beds.) Appitestions are invited for the appointment of 
SENIOR HOUSE OFFICER in Geriatrics. This is a newly 
created post. The duties will involve the medical treatment and 
rehabilitation of elderly sick in a new and developing department 
of the Hospital. There will be facilities for postgraduate study. 

Applications, stating age, qualifications, experience and the 

names of 2 referees, to Group Secretary: by 19th March, 1955. 


ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT SENIOR HOUSE OFFICER required 
=for general medical and surgical duties in this acute General 
Hospital of 61 Beds. 12 months appointment. £135 p.a. 
deducted for board, lodging, laundry. 
«Applications, with the names and addresses of 2 referees, to 
the Group Secretary, Chase Farm Hospital, The Ridgeway, 
Enfield, Middlesex 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE SURGEON (first post—approved 
pre-registration), vacant 25th April, 1955. General Surgical 
duties. Registered practitioners within 3 months of qualification 
eligible. 6 months appointment. 
Applications, with names of 2 referees, to the Secretary of the 
Management Committee. 


EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (surgery) vacant 
Ist April, 1955. Post recognised for F.R.C.S. Busy general 
hospital with easy access to London. Salary on national scale, 
less deduction for board, lodging, &c. 

Applications, with copies of 2 testimonials, to reach the 
Group Secretary, St. Margaret’s Hospital, Epping, Essex, 
by 18th March, 1955. 
GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. HOUSE SURGEON 
Male or Female) required. Post vacant Ist April, 1955. The 

ospital is staffed by a Consultant General Surgeon and a 
Consultant E.N.T. Surgeon, and is regularly visited by Consul- 
tant staff from the Norfolk and Norwich Hospitai. The post is 
a pre-registration post at a salary of £425, £475, or £525 p.a. 
according to experience, less £125 p.a. for residence. Membership 
of a Medical Defence Society is a condition of appointment. 

Applications, stating age, qualifications, and experience, 
with names of 2 referees, to Hospital Secretary. 


@Lasaow. INFECTIOUS DISEASES 
HOSPITAL. NIOR HOSPITAL MEDICAL OFFICER 
(tuberculosis). Post at pots Hospital for work in the 
tuberculosis wards. 

Apply , yriting. giving 3 names for reference, to the Secretary. 
pend Management for Glasgow Royal nfirmary 
prone | Hospitals, 135, Buchanan-street, Glasgow, C.1. 


GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Duties at above Infirmary 

Write, giving 3 names for reference, iH later than 10th aoe, 
1955, to the Secretary, Board of Management for Glasgow Ro yal 
Infirmary and Associated Hospitals, 135, Buchanan-strest, 
Glasgow, C.1. 
GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Surgery (Maxillo-facial Unit). Duties at above Infirmary. 

Write, giving 3 names for reference, not later than 10th 
March, 1955, to the Secretary, Board of ment for 
Glasgow Royal Infirmary and Associated Hospitals, 135, 
Buchanan-street, Glasgow, C.1. 


GLASGOW ROYAL INFIRMARY. 
OFFICER in Radiotherapy. 
n 
Ww ~~ not later than 10th March, 1955, giving 3 names for 
reference, to the Secretary, Board of Management for Glasgow 
Royal Infirmary and Associated Hospitals, 135, Buchanan- 
HALIFAX GENERAL HOSPITAL. (425 Beds.) Junior 
HOSPITAL MEDICAL OFFICER in Anesthetics required. 
Board-residence available. 
to Group Secretary, Royal Halifax Infirmary, 
alifax. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) HOUSE SURGEON (resident) ——_ Pre- 
registration post, vacant now. National scale of salary. 
__Apply to Hospital Administrator. 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE SURGEON required. Resident pre-registration post 
vacant 6th March. Male or Female. National scale of salary. 
Apply to Hospital Administrator. 
HITCHIN HOSPITALS, Hitchin, Hertfordshire. Applica- 
tions are invited for the post of RESIDENT HOUSE SURGEON, 


now Vv 
nationality, 


Junior Hospital 
Duties at above 


acant 

Applications, age, ualifications and 
experience, copies of 3 recent testimonials, to 
be sent to the Medical Administrator as soon as possible. 


HOUNSLOW HOSPITAL, Staines-road, 
General Acute—81 Beds.) Locum RESIDEN 
SURGICAL EGISTRAR pore for 2 weeks commencing 
23rd April, 1955. Salary £17 10s. per week, less charge for 
residence at the rate of £170 p.a. 
__ Apply to Hospital Secretary (HOUnslow 4448/9). 


Hounslow 


Park-s' ITAL MANAGEMENT COMMITTEE. 
RESIDENT SENIOR. CHOUSE. OFFICER required as_ from 
Ist April, 1955. will supervise the House 
staff, and also be in Casualty Department. Salary 
£745 p.a. £155 p.a. 
— with testimonials, to be sent to the Hospital 
LFORD. KING GEORGE HOSPITAL. 
vacancy for a SENIOR HOUSE OFFICER “ANESTHETIST 
at the above Hospital. The Officer appointed will be required 
to be available oe duty in other hospitals in the Group. 


will be at the rate of £745 p.a., less existered a. than 
oe less than 1 year, 


and should send applications, —— oY, copies of 3 
testimonials, to the undersigned within = of the appearance 
of this advertisement. > 

F. Harris, Secre' 


tary, 
Ilford and Barking Group Ho eae Management Committee. 
King George Hospital 
IPSWICH BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (270 Beds.) Applications are invited for the 
ost of SENIOR HOUSE OFFICER (Fracture and Orthopedic 
Jepartment). The post, which becomes vacant on 3rd March, 
1955, is normally of 1 years duration. It is recognised as part of 
the necessary surgical experience for the Final F.R.C.S 
Applications, stating age, qualifications and experience, 
together with recent testimonials to the Hospital Secretary. 


IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (356 Beds.) A plications are invited for the post of 
SENIOR HOUSE OFFICER in General Medicine, vacant on 
lith April, 1955. The post offers a good opportunity for working 
for higher qualifications and there are approximately 70 acute 
medical beds. 

Applications, stating age, nationality, ie mad with copies of 
recent testimonials, to Hospital Secretary 


IPSWICH. EAST SUFFOLK AND “IPSWICH HOS- 
PITAL. (356 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and is 
recognised for the F.R.C.S. examinations. The Department has 
2 Consultants, about 60 beds, and a large outpatient attendance ; 
it offers wide experience. 

Applications, stating age, nationality, and experience, together 
with copies of recent testimonials, to Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. (1143 
Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR (Medical Unit), non-resident. Canvassi will 
disqualify. Candidates may arrange with Medical Director to 
visit Hospital. 

Application forms obtainable from, and goose to, Group 
Secre , South West Middlesex Hospita’ 1 Management it Com- 
Vest. Middlesex Hospital, Isleworth, by 15th March, 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER for general medicine. 
Applications, stating age, nationality, qualifications, with 
copies of up to 3 recent testimonials, to Group Seaetany. West 
Middlesex Hospital, Isleworth, by 15th March, , 1955 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE, Pre- 
registration HOUSE OFFICER for geen A Unit. 

Applications, stating age, nationality, qual —— obtained, 
with copies of 4 iH 2 recent testimonials, to Group Secretary, 
West Middlesex Hospital, Isleworth, by 15th March, 1955. 
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LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER (Senior House Officer) at the 
above Hospital. The appointment will be for a period of 1 year. 
Salary in accordance with the agreed terms and conditions of 
service of hospital medical and dental staffs, with an appropriate 
deduction in respect of board, lodging, &c. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 
General Medicine 

Regional Rheumatism Centre, Harrogate (240 Beds) (9 
sessions), and the Rheumatism Clinic, General Infirmary at 
Leeds (2 sessions). Resident at Royal Bath Hospital, Harrogate. 
General Surgery 

(a) Wakefield A and B Groups. Duties mainly * ~ Clayton 
Hospital, Wakefield (75 surgical beds) (non-resident 

(6) Victoria Hospital, y 55 surgical beds) 
resident). Recognised for F.R.( 

Ophthalmology 

Halifax and Bradford A Hospital Management Committee 
Groups. Duties divided equally between Halifax Group (11 eye 
beds—1800 new outpatients annually) and Bradford A (34 eye 
beds—5800 newroutpatients annually ). 

Orthopedic Surgery 

(a) St. James’s Hospital, Leeds (64 orthopedic beds) and the 
Public Dispensary, Leeds (non-resident). 

(6) Hull A Group (50 orthopedic beds), Hull B Group and 
East Riding Group (50 orthopedic beds) (non-resident). 
Includes some duties in the Casualty Department at the Hull 
Royal Infirmary. 

Applications, stating age, qualifications and details of te 
ments held showing dates, with names and addresses of 3 
referees, to the Secretary, ‘Joint Registrars Committee, Park- 
parade, Harrogate, not later than 10th March, 1955. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of SENIOR REGISTRAR in Psychiatry. 
5 sessions as Trainee Specialist in Child yen gE at the 
University Department of Psychiatry at the General Infirmary 
at Leeds and the remainder of the time in mental deficiency 
at the Westwood Hospital, Bradford, and associated colonies. 
Accommodation available for a single person. May be non- 
resident, in which case the person appointed should reside in 
Bradford. Candidates must hold the D.P.M. or equivalent 
qualification. 

Applications, stating age, qualifications and détails of appoint- 
ments held showing dates, with names and addresses of 3 
referees, to the Secretary, Joint Registrars Comegeies, Park- 
parade, Harrogate, not later than 17th March, 1955. 


LEEDS REGIONAL HOSPITAL pean Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anssthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Han ogate. 


LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR in 
General Surgery required. The post will be tenable for 1 year 
in the first instance and renewable thereafter. Salary according 
to terms and conditions of service of hospital medical staff. 
Applications, stating age, qualifications, previous posts with 
dates, should be sent to the Sub-Dean, School of Medicine, 
Leeds, 2, before 15th March, 1955. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. REGISTRAR in Neurosurgery 
required. The main duties of the post are centred at the General 
Infirmary at Leeds but will include sessions at Regional Hospitals. 
Whitley Council salary scale cone. 
Applications, stating age, qualifications, experience with dates, 
and 3 names for reference, should be sent to the Sub-Dean, 
School of Medicine, Leeds, 2, by not later than 14th March, 1955. 


LEICESTER ISOLATION HOSPITAL AND CHEST 
Groby-road, LEICESTER. (328 Beds.) 
invited for the appointment of LESIDENT. SENIOR HOUSE 
OFFICER (surgical). Salary £745 p.a., less £150 p.a. residential 
emoluments. The appointment is tenable for 6 months and m mer 
be extended for a further period of 6 months. a 

be gained in all branches of thoracic surgery, including cardiac 


surge 

Applications, giving age, qualifications, dates, &c., and 
copies of 2 recent testimonials, to be forwarded as coca @ as possible 
to the Physician- -Superintendent at the above Hospital 


LEIGH INFIRMARY, Leigh, Lancashire. (102 Beds.) 
Appiios ations are invited for the post of SENIOR HOUSE 
FICDR (anesthetics) for duties at the above and other hos- 
pitals in the Group. The post which is tenable for 1 year will be 
resident, and is recognised for the D.A. and F.F.A.R.C.S. 
examinations. Wide experience in all branches of anesthesia 
is available and there are particular facilities for experience in 
major thoracic and orthopedic swork. 
Applications, with names of 2 referees, to undersigned as soon 
as possible. . Burst, Secretary, 
Wigan and Leigh “Hospital Management Committee. 
__Knowsley House, Wigan. 


LIVERPOOL. BOOTLE HOSPITAL. “Casualty Officer 


required from ist May, 1955, of Junior Hospital Medical Officer 


ie. 
Apply to Secretary, Walton Hospital, Liverpool, 9. 
50 


LIVERPOOL, 18. MOSSLEY HILL HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required immedi- 
ately at above War Pensioners’ Hospital (148 Beds). National 
Health Service terms and conditions. 

Forms of application may be obtained from the Medical Super- 
intendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS 
Applications are invited for a post of SENIOR HOUSE 
OFFICER (pathology) for the LF to 30th September, 1955. 
The person appointed will be on the staff of the Liverpool 
Royal! Infirmary but will be available for duties at the Liverpool 
Maternity Hospital as required. 

Apply as soon as possible on forms “ape from the 
Secretary, 80, Rodney-street, Liverpool, 


LOUTH, LINCOLNSHIRE. COUNTY INFIRMARY. (214 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the resident post of SENIOR HOUSE 
OFFICER (medical) which will become vacant on 30th April 
at this General Hospital. 

Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
MACCLESFIELD. PARKSIDE MENTAL HOSPITAL. 
(1647 Beds.) Applications are invited from suitably qualified 
medical practitioners for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (psychiatric). Terms and conditions of 
service of hospital medical and dental staffs. Accommodation 
available for a single person. The appointment in the first 
place will be for a period of 4 years but re-application may be 
made by the successful applicant at the end of this period. 
Preference will be given to candidates having previous general 
hospital experience. Facilities for attending the course for the 
D.P.M. at Manchester University will be granted and the 
Hospital is recognised by the Conjoint Board for the purposes 
of the D.P.M. 

Applications, giving age, nationality, and full details with 

the names of 3 referees, to be sent to the Medical Superintendent. 


MAIDSTONE. WEST KENT GENERAL 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of REC EIVING 
ROOM OFFICER. Post vacant now. Salary £745 a year, 
with a deduction of £150 a year for residential emoluments. 

Applications to the Administrative Officer at the Hospital as 
soon as possible. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the post of REGISTRAR in Chest 
Diseases, the main duties to be with the Bury and Rossendale 
Hospital Management Committee, with duties at Chest Clinics 
and at Aitken Sanatorium and Peel Hall Pulmonary Hospital, 
and other hospitals in the area. 

Apply, stating names of 2 ~ ferees, to— 

. WILKINSON, Group Secretary. 

Bury General Hospital, ate Lancs. 

MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE HOSPITAL MANAGEMENT COMMITTEE. Locum 
REGISTRAR (chest diseases) required to carry out duties 
arranged by the Consultant Chest Physician at the Altrincham, 
Northwich, Crewe Chest Clinics and Hefferston Grange Sana- 
torium, from March to September, 1955, inclusive. 

Applications, together with 2 recent testimonials, should be 
sent to the Group Secretary, North and Mid-Cheshire Hospital 
Management Committee, The Hospital, Sinderland-road, 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE HOSPITAL MANAGEMENT COMMITTEE. 8ST. 

ANNE’S E.N.T. HOSPITAL, BOWDON, CHESHIRE. (53 Beds.) 
REGISTRAR required (preferably resident). 

Applications to be forwarded, with 2 recent testimonials, to 

the Group Secretary, The Hospital, Sinderland-road, Altrincham, 
Cheshire, not later t than 10th farch, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite 2 »plications from registered practitioners for the post of 
REGISTRAR in Plastic Surgery at the Wythenshawe Hospital, 
which is a General Hospital with 75 plastic surgery beds. The 
post is vacant Ist March, 1955. 

Applications, stating age, qualifications, present post and 
names of 2 referees, to be forwarded to the Group Secretary, 
Withington Hospital, Manchester, 20, immediately 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 
Application forms may be obtained from the undersigned. 
. R. Nortu, General Superintendent. 


MANCHESTER. WYTHENSHAWE HOSPITAL. South 
MANCHESTER HOSPITAL Applications 


are invited for the follow ming Vong Fr above Hospital :— 
(1) Re 9 CLIN PATHOLOGIST (Senior House 
2) RESIDENT SENIOR HOUSE OFFICER (surgical). 
3) RESIDENT SENIOR HOUSE OFFICER (anesthetics). 
Applications, stating age, qualifications, present post, ¢ 


ence, and names of 2 referees, to be fo ed immediately to 
the Group Secretary, Withington Hospital, Manchester, 20. 


MANCHESTER. west ae HOSPITAL 
(General Hos ital--433 | Beds. ) The following $ required : 


1 RESIDENT OFKICER “(pathology ). 
Post vacant end of May, 1955 

1 HOUSE OFFICE R ( eediatrics ), t-registration, for new 
in commencing Ist April, 1955. The Hospital has a Midwifery 
Init of 73 Beds and there are also thoracic s ry beds on the 
Unit. for Diploma 

in Child Heal 

Forms from Secretary. 


Hospital recognised for 
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MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. (General 
Hospital—433 Beds.) 1 SENIOR HOUSE OFFICER (pedi- 
atrics) required. Post vacant Ist May, 1955. Hospital recognised 
for training for Diploma in Child Health. 
__ Forms from Secretary. 
NEWCASTLE REGIONAL HOSPITAL BOARD 
Regional Chest Surgery Centre (160 Beds); “Shotley 
Bridge Hospital and Associated Sanatoria 
SENIOR REGISTRAR ANASTHETIST ae" -time). Bulk 
of work at main centre is non-tuberculous. Usually work will 
be divided between the centre and sanatoria. To reside at or 
near Shotley Bridge Hospital. 
South Shields Hospital Management Committee 
REGISTRAR ANAESTHETIST (whole-time), resident or 
nee yarn Accommodation available. Post recognised for 
Newcastle Hospital Management Committee 
REGISTRAR PATHOLOGIST (whole-time), single accom- 
modation. 
Hexham Hospital Management Committee 
ORTHOPEDIC SURGEON (whole-time), 
resident. 
Applications, with names and addresses of 3 referees 
Senior Administrative Medical Officer, “‘ Blythswood South” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE. W. J. SANDERSON ORTHOPADIC 
HOSPITAL SCHOOL FOR CHILDREN. Appointment of Part-time 
MEDICAL OFFICER. Applications are invited from registered 
medical practitioners to undertake the care of pee needing 
general medical attention at the above Hospital. The duration 
of visits will vary from time to time, but it is expected that the 
duties will cover up to 2 sessions per week. The salary will 
£175 p.a. for each session for a General Practitioner or caherwine 
to experience. 
vahpplications a should be sent to the Group Secretary, New- 
upon Tyne Hospital Management Committee, Newcastle 
pa Hospital, Westgate- , Newcastle upon Tyne, 4, from 
whom further informacion can be obtained regarding the duties 


of the post. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 
Vacancies Ist April, 1955, for the following :— , 

2 HOUSE OFFICERS (general surgery ). Recognised for 


-R.C.S. 

HOUSE OFFICER (Department of Anesthetics). Recog- 
n ‘or D 

SENIOR HOUSE OFFICER (Casualty Department). Recog- 
nised for F.R.C.S. a Deduction £125 for residential emoluments. ) 

"HOUSE OFFICER (Casualty Department). Recognised for 


All posts, except those of Anesthetic House Officer and 
Casualty Senior House Officer, recognised for pre-registration. 
6 months appointments in the first instance. 

Applications, enclosing copies of 3 testimonials, as soon as 
possible to S. G. HILL, Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 
Inquiries are invited concerning ROTATING INTERN posts 
each of 6 months duration, to commence on Ist April, BR. .. 
in various specialties, on Junior Hospital Medical Officer salary 
scale and conditions of service. Single accommodation available. 
Deduction at the J of £125 a year for residential emoluments. 
Posts are particular —* for candidates who have com- 
pleted military se - nd desire further experience before 
entering general practice or specialising. 

Inquiries should be addressed to— 

S. G. Superintendent. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
SENIOR HOUSE OFFICER (orthopedic and fracture). The 
t offers exceptional experience in traumatic surgery. Duties 
commence as soon as possible. 
Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to the Group 
retary. 


m registered medical the of 
SENIOR. ORTHOPEDIC AND FRACTU OUSE 
OFFICER ; duties to commence on Ist April, ti The post 
offers exceptional experience in traumatic s ry. and 
conditions of service in accordance with Minis regulations. 
Applications, sta’ age, qualifications, and experience, 
pm nee ond with copies of testimonials, to be sent to the Group 
Secretary. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
pe ema Applications are invited for the following appoint- 


ents : 
may Nz ECOLOGIC AL HOUSE SURGEON for duties at 
ueen Alexandra Hospital 97 +_——-~ beds), vacant now. 
‘ost recognised for M.R.C.C Pre-registration post. At the 
end of 6 months successful cantina would be offered post at 
St. Mary’s Hospital, Portsmouth (50 obstetiic, 40 Tee 
beds). Ree ised for M.R.C.O.G. and D.Obst.R.C.0.G 
Queen Alexandra Hospital 
HOUSE SURGEON (126 surgery beds) vacant 11th March, 
1955. Pre-registration post. 
Royal Portsmouth Hospital 
HOUSE OFFICER eer Orthopedic Department (104 
Beds), vacant now 
Saint Mary’s Hos 
SENIOR HOUSE 8 RGEON required for casualty work 
and surgery. Vacant now. 
Hospital (310 Beds—Fever and T.B.) 
SENIOR HOUSE OFFICE , vacant Ist May. 
Applications, stating age, experience an qualifications, 
together with ae of 2 referees, should be forwesded as soon 
as possible to L. C. RoGERS. 
“Ts, Grove-road, South, Southsea. 


NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds. 10 residents. Recognised F.R.C.S.) 
SENIOR HOUSE OFFICER required for Casualty Department 
towards end of March. This is the base Hospital in the Group 
and all medical and surgical emergencies are admitted through 
casualty, which is under the full-time charge of a Senior Hospi 
Medical Officer, there being also 2 Senior House Officers. A new 
Department with excellent accommodation has 

recently been opened. Post recogni F.R.C.S. for 6 months 
and tenable 6 or 12 months as desired. Salary £745, less £125 
board-residence. 

bo rite, joes 2 referees, to T. A. JoNEs, Group Secretary. 

, Cardiff-road, Newport, Mon. 
rEnTH COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS, Applications are invited for the post of CASUALTY 
OFFICER (House Surgeon or Senior House Surgeon 
according to experience), ee Royal Infirmary, which will 
fall vacant on Ist April, 1955. 

Applications, with details of experience and names of 2 
referees, should be sent to the Group Medical Superintendent, 
Perth Royal Infirmary, Perth. 

PLYMOUTH. SOUTH DEVON AND T CORNWALL 
HOSPITAL. PLYMOUTH, SOUTH Di VON EAST Co 
GENERAL HOSPITAL GROUP. SENIOR HOUSE OFFICER in 
General Medicine, vacant 11th May, 1955. 

Applications, stating age, nationality, eye BR and 
experience, together with the names and ad f 3 referees, 
to be sent to ARTHUR R. Casn. Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. : = 
PONTYPOOL AND DISTRICT HOSPITA Dentypee! 
MON. (116 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(surgical) required about ist April. This is the senior resident 
post and entails duties with the 2 rey iL, --~ as wel 
as supervising the other resident xtaft of 2 use 5S ns and 
@ House Physician. Salary “ess £150 board 
residence. Excellent experience. 

2 referees, to T. A. Group Secretary. 

GENERAL (101 Beds.) 
SENIOR HOUSE OFFICER (surgical for 
8. D.A. Salary £745 p.a., less for residential 
emolum 

°m/Applications, 3, with copies of testimonials, to Hospital ony 
ROYAL BERKSHIRE HOSPITAL. 

Beds.) _—— are invited from istered medical 
titioners 4 and Female) for the — ent post of JU TOR 
HOUSE SURGEON (gynsecob ogy) vacant Ist April, 1955. 
recognised for M.R.C.O0.G. and tenable for 6 months. 

age, qualifications with dates, and 
prasauh tL, th copy of 1 recent testimonial, to Secretary. 


REDHILL. EAST SURREY. HOSPITAL, Shrewsbury- 
road. (139 Beds.) HOUSE PHYSICIAN (Male) required 
—preferably second or third appointment. 

Apply to the Hospital Secretary. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
(anesthetics). Post now vacant. 

Apply at once to Group Secretary, Central Offices, Birch Hill 


Hospital, Rochdale, Lancs. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 

Beds.) Applications are invited for the post of RESIDENT 

SENIOR USE OFFIC ER (medical) for 1 year commencing 

mid-March, 1955, for duties in a modern general hospital. 
Applications, &c., to reach the undersigned as soon as Tse 


_ General Hospital, Rochford, Essex. 
GENERAL HOSPITAL. (eos 


in the area. 

Applications, stating. age, &c., to reach the 
undersigned by 11th h, 1 . C. FIELD, Secretary. _ 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER in eet required 
in this large general hospital containing well-equipped laboratory 
where excellent opportunities exist for pm 4 me extensive 
experience. 

Applications should be sent immedéately to Group Secretary, 
Romford Group Hospital Management Oldchurch 
Hospital, Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. 
RESIDENT HOUSE PHYSICIAN (Male), req 
beginning of April next. (Post not approved for pre- Satpation 


purposes. ) 

Applications should be forwarded immediately to the ne 
tor Romford Group Hospital Management Committee. 
Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (89 Beds.) 
RESIDENT HOUSE SURGEON (Male), required from 19th 
April, 1955. (Post not approved for pre- tration purveees. -) 

Applications should be forwarded a A to Secre 

tery omford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMM Locum 
HOUSE SURGEON required 26th March-— 9th Apes. Pre- 
registration post. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 
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SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (casualty) required, 1 of 2 for busy Casualty 
Department. Post vacant immediately. Experie nce provided 
in orthopeedic and plastic cases. 

Applications, stating age and qualifications, together with 2 

testimonials, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (casualty) required, 1 of 2, for busy Casualty 
Department. Experience provided in orthopedic and plastic 
cases. 

Applications, stating age and qualifications, together with 
copies of 2 testimonials, to Hospital Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Loc 
SENIOR SURGICAL REGISTRAR required 19th March- ond 
April. Person appointed may be required to do emergency work 
at other hospitals within the Group and possession of car an 
advantage. 

Applications, together with copies of 3 testimonials, to Hospital 
Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE OFFICER (casualty) required 7th March. 

Applications, stating age and qualifications, together with 2 

testimonials, to Hospital Secretary. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (Orthopedic 
Department) which becomes vacant at the end of April, 1955. 
The Department has 35 Beds and a large outpatient turnover. 

Applications, stating age, nationality, qualifications, experi- 

ence, and naming 2 referees, to the Group Secretary, Odstock 
Hospital, Salisbury. 
SALISBURY. OLD MANOR. Knowle Hospital Group 
MANAGEMENT COMMITTEE. Applications are invited for the 
post of JUNIOR HOSPITAL MEDICAL OFFICER at the 
above Mental Hospital, where all forms of modern psychiatric 
treatment are undertaken. Previous psychiatric experience is 
not essential as training facilities will be available. Terms and 
conditions of service as approved for hospital medical staff 
employed in the National Health Service. Salary £775—£50— 
£1075 p.a. A house is available for a married officer and single 
residential accommodation is available, but officers, who so 
desire, may live outside the Hospital. 

Applications should be sent without delay to the Physician- 
Superintendent, Knowle Hospital, Fareham, Hants. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) SHREWSBURY HOSPITAL 
Group. GYNASCOLOGICAL HOUSE SURGEON, 50 gyneco- 
logical beds and 2 House Surgeons. Post recognised for 
M.R.C.0.G. Vacant 14th March, 1955. 

Applications, with copy testimonials, to Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for a Whole-time RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER post at Culduthel 
Hospital, Inverness (102 Beds—tuberculosis and infectious 
diseases). Appointment to be held for 1 year, but may be 
extended for a second year. 

Further particulars and schedules of application, which are 
obtainable from the undersigned, should be lodged by 19th 
March, 1955. A. M. FRASER, M.D., 

Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 


SCOTLAND. NORTHERN REGIONAL HOSPIT 
BOARD invite applications for a post of SENIOR HOU SE 
OFFICER under the Joint Training Scheme in Hospital and 
General Practice, in which the Board and the Executive Council 
for the County of Inverness are associated. The Scheme provides 
@ combined training of 2 years duration for young medical 

ractitioners intending to enter medical practice or a specialty. 

oncurrent experience in hospital and general practice is given 
in various departments of the hospitals at Inverness and with 
selected general practitioners in the town and surrounding 
district. The post is non-resident and the salary is £745 p.a. 

‘Candidates should apply by 19th March, 1955, on forms 
obtainable from the undersigned, by whom further particulars 
will be supplied on ee, 


M. FRASER, M.D., 
retary e." Administrative Medical Officer. 
Office of the ppt eal Regional Hospital Board, 
Raigmore, Inverness. 


SCOTLAND. RED CROSS SANATORIA OF SCOTLAND. 
156 Beds.) Applications are invited for the appointment of 
EGISTRAR. A Thoracic Surgical Unit is situated at the 

Sanatoria and this appointment offers valuable training in the 

assessment and selection of cases for major chest surgery and in 

their pre-o eye and post-operative management. 
Applications, giving details of qualifications and experience, 
together with the names of 2 referees, should be sent to the 

Medical Director, Red Cross Sanatoria of Scotland, Tor-na-Dee, 

Milltimber, Aberdeenshire, within 10 days from the appearance 

of this advertisement. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 

BOARD. Applications are invited for the appointment of 

REGISTRAR in Surgery for duties in the Neurosurgical Unit, 

Killearn Hospital, near Glasgow, which will be for 1 year in 

the first instance. This appointment is subject to the National 

Health Service (Scotland) superannuation regulations. 
Applications (12 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 

to reach the Secretary, Western Regional Hospital B 

64, West Regent-street, Glasgow, by 28th March, 1955. 
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SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited foe an appointment of 
REGISTRAR in Surgery at the Western General Hospital, 
Edinburgh. The person appointed will be employed in both the 
General Surgery Department and the Gastro- Intestinal Unit of 
that Hospital. The appointment is subject to the National Health 
Service regulations. 
Applications, giving particulars of age, qualifications, and 
revious experience, together with the names of 2 referees, should 
submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, by 
26th March, 1955. ee 
SHEFFIELD No. 1 HOSPITAL MANAGEMENT COM- 
MITTEE. Locum SENIOR HOUSE OFFICER (general medicine) 
re —— bed duties at the City General Hospital and Fir Vale 
Post vacant now until approximately the middle 
of July. a at the rate of £14 10s. per week with a 
deduction of £2 10s. per week for residence. 

Apply, naming 2 referees, to the Group Secretary at Nether 
Edge Hospital, Sheffield, 11 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE SURGEON 
(general surgery), recognised pre-registration or Senior House 
Officer post. Vacant immediately. 

Applications, giving full details of age, nationality, qualifica- 

tions, present and previous appointments if any, and the names 
of 2 persons to whom reference may be made, should be for- 
warded to the Group Secretary at Nether Edge Hospital, 
Sheffield, 11. 
SHEFFIELD. LODGE MOOR HOSPITAL. (496 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (infectious diseases) required. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 14th March, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Super- 
numerary SENIOR REGISTRAR in General Medicine required 
for the Derbyshire Royal Infirmary from Ist April, 1955. Duties 
will be divided approximately equally between clinical work 
and clinical research. Candidates will be required to submit, 
in outline, proposals for the research project they wish to pursue. 
The tenure of this appointment will be for 1 year in the first 
instance. 

Further details and application forms obtainable from the 
Senior Administrative Medical Officer, Sheffield Regional 
Hospital Board, Old Fulwood-road, Sheffield, 10. Completed 
forms to be returned by 21st March, 1955. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Tem- 
porary NON-RESIDENT SENIOR REGISTRAR (radio- 
therapy) required at the Sheffield National Centre for Radio- 
therapy, to fill a vacancy during the present incumbent’s period 
of national service. ~ oy for initial period of 1 year, 
ya ae be extended to 2 years. Applicants should possess 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

ulwood-road, Sheffield, by 14th March, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, date available. and naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Radiology 
required on 12th April, for approximately 9 notional half-days 
per week at the City General Hospital, Sheffield, and approxi- 
mately 2 notional half-days ~ week at the Barnsley Hospitals. 
Candidates should hold a Diploma in Diagnostic Radiology. 
Appointment for 1 year in the first instance reviewable annually. 
It has been agreed between the Sheffield Regional Hospital 
Board and the Board of Governors of the United Sheffield 
Hospitals that subject to satisfactory work and progress the 
tenure of the appointment will be divided between the City 
General Hospital, Sheffield, and Barnsley Hospitals and the 
Teaching Hospitals of the United Sheffield Hospitals. 

Apply to Secretary, Sheffield peapenel Hospital Board, Old 
Fulwood-road, Sheffield, by 14th March, 55, giving 
nationality, qualifications, present and previous ‘appointments 
with dates, naming 3 referees. : 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the non-resident post of ORTHO- 
PADIC REGISTRAR to the Royal Hospital Unit. Post 
vacant 25th March 

Applications, stating age, qualifications and experience, 
with the names of 3 referees, should be sent to the Chief Adminis- 
trative Officer, The United Sheffield Hospitals, West-street, 
Sheffield, 1, immediately. 


SOUTH EAST METROPOLITAN F REGIONAL L HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Tunbridge Wells Group of 
hospitals. The salary will be £965 p.a. and the appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), and 
will be for 1 year in the first instance, renewable for a further 
year. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital B 
11, Portland-place, W.1, not later than 19th March, 1955. 
es AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. Applications are invited for the post of 
SENIOR HOU SE OFFICER (surgical) at Clackmannan 
County Hospital. 


Applications, with 3 names for reference, should be = 


immediately to the Group Medical Superintendent, Stirl 
Royal Infirmary. 
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STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (obstetrics and gynecology) required. 
2 posts vacant shortly—end March and mid-April (approxi- 
mately), pre- posts. Recognised for M.R.C.O.G. 
and D.Obst.R.C. 

Detailed to Group Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent, with copy 
testimonials as soon as possible. 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19 St. James’s- 
square, London, 8.W.1. 


Latest date for receipt 
District County of applications 
NEW ABBEY .. KIRKCUDBRIGHT .. 19TH MARCH, 1955 
ABERTILLERY .. MONMOUTH . 19TH MARCH, 1955 _ 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery) required. Post vacant 
April. Hospital recognised for F.R.C.S. ccaneination and post 
for pre-registration. 

Apply, with copy testimonials, stating age, nationality and 
full details of previous service, to Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Treot. 


TAPLOW, near MAIDENHEAD. ~ CANADIAN RED 
CROSS MEMORIAL HOSPITAL. ANASSTHETIC 
required at the above Hospital. Post recognised for F.F.A.R.C 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 20th March 
TAPLOW, near MAIDENHEAD “CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 26th March. Preference given to persons seeking 
pre-registration post. 

“Appi cations, stating age, qualifications with dates, with copies 
of 2 testimonials, to Hospital Secretary. 


TAPLOw, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 18th April. Preference given to persons seeking 
pre-registration post. 
Applications, stating age, experience, and qualifications with 
Secret together with copies of 2 testimonials, to Hospital 
retary. 


TAUNTON He HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. Applications are invited 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER (gynecology—25 Beds ; and obstetrics— 
40 Beds). The appointment, which is vacant from 20th March, 
1955, is for a period of 12 months. The post is recognised for the 

R.C.0.G Previous experience in gyneecology/obstetrics is 


desirable. 

Applications, stating age, qualifications, nationality, and 
experience, together with the anes of 2 referees, should be 
forwarded immediately to the Group Secretary, Taunton and 
Somerset Hospital, Musgrove Park Branch, Taunton. 
TORQUAY. TORBAY HOSPITAL. Torquay District 
HOSPITAL MANAGAMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER (surgery) required. Post recognised for 
F.R.C.S. There is a complement of 5 Resident House Officers. 

Applications, stating qualifications, nationality, age, with 
copy testimonials (and quoting Ref. F.955/52), to the Group 
Secretary, Torbay Hospital, Torquay. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 

ACIC UNIT. Applications invited for the appointment of 
SENIOR HOUSE SURGEON now available in the Leeds 
Regional Thoracic Centre (54 Beds) at Pinderfields General 
Hospital. Salary £745 p.a., less a charge of £155 p.a. for board, 
lodging. &e. 

ddress written applications, with full particulars and 2 
and addresses for 
Secretary. 
Victoria Chambers, Wood-strest, Wakefiel 
WOLVERHAMPTON GROUP. 
New Cross Hospital, 
HOUSE OFFICER (general surgery). Pre-registration post. 
Vacant now. 
Eye Infirmary (Recognised for F.R.C.S. 
nd D.O ) 
2 HOUSE OFFICE 1 vacant now, 1 vacant early April. 

Apply Secretary, The Royal Hospital, Wolverhampton. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
(210 Beds—General.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. The vacancy of HOUSE SURGEON will occur at 
the beginning of April, 1955. 

Applications from either registered medical practitioners, or 
pre-registration candidates, stating age, =. experi- 
ence, nationality, and enclosing copies of 2 recent testimonials, 
to be forwarded to the Hospital Secretary as soon as possible. 

A. V. OakKTON, Group Secretary. 


Public Appointments 


ROYAL ARMY MEDICAL CORPS. For new conditions 
and terms of service see page 31. 


MONTGOMERY. COUNTY OF MONTGOMERY. 
Mixed appointment of District Medical Officers of Health and 
Assistant County Medical Officer. Po ee are invited 
from duly qualified and registered medical practitioners who 
possess a Diploma in Public Health, Sanitary Science or State 
edicine fon oo ea of a Medical Officer to act as 
ASSISTANT C EDICAL OFFICER OF PEALTH 
AND MEDICAL. OFFICER OF HEALTH to 5 District Councils 
situate in the northern half of the County (comprising the 3 
cones of Lianfyllin, Montgomery and Welshpool and the 
2 Rural Districts of Forden and Lianfyllin). The salary will 
be within the appropriate scales, i.e., between a minimum of 
£1368 15s. and a maximum of £1687 10s. p.a. A motor-car 
allowance will be puid in accordance with the scales recom- 
mended by the Whitley Councils for the Health Services. 
Further particulars and form of application may be obtained 
from the undersigned. Canvassing disqualifies. 
P. E. Wurre, Clerk of the ead Council. 
County Offices, Welshpool, Montgomeryshire 


GOVERNMENT OF JAMAICA. 2 Assistant Bacteriolo- 
GISTS required in Jamaica to carry out and supervise bacterio- 
logical procedures in the Bacteriological Laboratory or elsewhere 
in the Government Medical Service, to undertake forensic 
investigations if required, to assist in training technicians, 
medical officers, and medical students of the University College 
and to perform such other duties as the Director of Medi cal 
Services may direct. Appointments on short-term contract for. 
1 tour of 3 years in the first instance with gratuity on sat isfactory 
completion of service. Salary £1500 a year. Temporary 
additional allowance payable at present at rate of £32 10s. a 
year. Gratuity would be payable at the rate of £37 10s. for each 
completed 3 months of service. Quarters not provided but 
house allowance of £100 a year payable. Free return passages 
provided for Officer, wife and children not exceeding 5 persons 
in all. Income-tax at local rates. Local leave permissible and 
home leave on full pay is granted after tour. Climate is healthy 
for Europeans. Educational facilities are available. Candidates 
must possess medical qualifications registrable in the United 
Kingdom. For 1 post a Diploma in Bacteriology or a Diploma 
in Public Health with experience in bacteriology is required ; 
and for the other training in pathology and a knowledge of 
bacteriology. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BC D. 117/32/08). 


GLAMORGAN EDUCATION AUTHORITY. Rhondda 
URBAN DISTRICT COUNCIL—COMMITTEE FOR EDUCATION. Appli- 
cations are invited from registered medical practitioners for 
appointment as ASSISTANT MEDICAL OFFICER, under the 
supervision of the District School Medical Officer at a salary of 
£950 p.a. rising by annual increments of £50 to £1300 p.a. 
Preference will be given to candidates holding the D.P.H. or 
D.C.H. and experience in pediatrics will be an advant . The 
appointment is superannuable and the successful candidate will 
be required to pass an examination as to physical fitness. The 
successful candidate, if in need of housing accommodation and 
not already a resident of the Rhondda Urban area, may be 
offered the tenancy of a Councjl House. 

Forms of application an nditions of sepeiatment may be 
obtained from the District .v00] Medical Officer, Tydfil House, 
Pentre, Rhondda, by whom completed applications should be 
received as soon as possib'c. 

PD. J. Jones, Clerk of the Council. 


NEWCASTLE. CITY AND COUNTY OF NEWCASTLE 
UPON TYNE EDUCATION COMMITTEE. Applications are invited 
from qualified medical practitioners for the post of SCHOOL 
MEDICAL OFFICER. Salary £950 p.a., rising by ann 
increments of £50 to a maximum of £1300 p.a. The candidate 
appointed will be required to contribute under the appropriate 
superannuation scheme and pass a medical examination. The 
School Health Service works in close conjunction with the 
Hospital and Consultant Services of the City and clinical 
opportunities are made available to members of the staff. 

nvassing directly or indirectly will be deemed a dis- 
qualification. 

Further particulars and form of coptinetion may be obtained 

m the Director of Education, City a Office 
Northumberland-road, Newcastle upon Tyne, 1, and completed 
applications should ’be forwarded within 14 days of the 
appearance of this advertisement to the Principal School Medical 
Officer, Health Department, Town Hall, Newcastle upon Tyne, 1. 1. 


TREASURY MEDICAL SERVICE. . Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mai 
advisory capacity, as LOCAL TRE. ASURY MEDICA 
OFFICER for —y - of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine 
and report on the candition of certain Government Officers 
teachers, candidates for appointment, &c., who may be refe' 

to them from time to time ; and to attend when summoned 
to an emergency case of accident or sudden illness occurring 
in a Government office in the neighbourhood. Fees for this 
work, and mileage allowance where necessary, will be paid 
on a scale agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, 8.W.1. 4 
a form on which application may be made, Applicants should 
be not more than 60 years of age. 

The places for which applications are invited are as follows :— 

AND WALES 


Burnley (Burnle 
Bourton-on-the-Water and Stow-on-the-Wold (Cheltenham ). 
Tipton (Dudley). 

Ilfracombe (Iifracombe). 

Clapton (London, E.5). 

Westminster (London, 8.W.1). 
Harrietsbam and Lenham (Maidstone ). 
Newquay (Newquay, Cornwall). 
Castleford (Pontefract and ¢ Castleford ). 
Preston (Preston). 

Garstang (Preston ). 

Spilsby (Skegness). 


SCOTLAND 
Bishopbriggs (Glasgow). 
North Berwick (North Berwick). 
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HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—TRINIDAD. 2 Radiologists required for service in the 
Health Department, Trinidad. The posts are :— 

SENIOR RADIOLOGIST—to take administrative charge of 
and to work in the Radiological Section ; to carry out radio- 


logical diagnosis and all foims of X-ray therapy ; to act as 
Adviser to the Trinidad Government on matters relating to 
the Organisation of the Radiological Department, and the eupply. 
standardisation and functioning of X-ray equipment ; 


organise the training and teaching of students in radiography 
and to perform such other specialised duties as may be require 

RADIOLOGIST—+to carry out radiological diagnosis, X-ray, 
and other treatments and perform other specialised duties as 
may be required. 

Appointment can be made on permanent basis with pension 
(non-contributory) at the age of 60, or on short-term contract 
with gratuity of £37 10s. for each period of 3 months of service 


including leave). Pension is earned at the rate of 1/600th of 
he final pensionable emoluments for each completed month of 
service. Salary of Senior Radiologist is $8880 (£1850) a year, 
which includes $480 (£100) non-pensionable allowance in lieu 
of private and consulting practice. Salary of Radiologist is in 
scale $8160—$8640 (£1700-£1800) a year, which includes $960 


(£200) non-pensionable allowance in lieu of private and consulting 
practice. Candidates in the National Health Service may 
resign from the National Health Service but retain their super- 
annuation rights up to 6 years and receive gratuities (taxable) 
of 20% of the aggregate of their salaries. Quarters are not 
provided ; but an allowance in lieu is payable to an Officer 
recruited from outside the Colony. Free passages on first 
appointment are provided for Office. and family, not exceeding 
5 persons in all, and free passages on leave subject to a maximum 
of 3 adult fares. Income-tax at local rates. Tour of service 
is 3 years. Local leave is permissible and generous home leave 
is granted after each tour. Education facilities are available. 
Candidates must possess medical qualifications registrable in 
the United Kingdom and a Diploma in Medical Radiology, or 
equivalent recognised qualification, and should have had suitabie 
experience in a recognised hospital in radiodiagnosis and 
radiotherapy. 

Application forms from the Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S8.W.1 
(quoting reference No. BCD. 117/38/010). 


IPSWICH. COUNTY BOROUGH OF IPSWICH. Applica- 
tions are invited for the appointment of DEPUTY MEDICAL 
OFFICER OF HEALTH, DEPUTY PRINCIPAL SCHOOL 
MEDICAL OFFICER AND DEPUTY PORT MEDICAL 
OFFICER. Applicants must be duly registered medical practi- 
tioners possessing the D.P.H. and preference will be given. to 
those who have had previous experience in relation to the 
School Health and Mental Health Services. Salary scale 
#21233 6s. 8d. by annual increments of £50 to £1483 6s. 8d. 
and the commencing salary may be determined having regard 
to bir R rene Local Authority service of the successful 
candidate. 

oa ee forms and conditions of service will be forwarded 

, lication to the Medical Officer of Health, Elm-street, 

Canvassing will 
C. NELSON, Town Clerk. 


_Town Hall, Ipswich, 14th 1955. 


SCOTTISH PRISON SERVICE. Medical Officer (part- 
time), H.M. Prison, Peterhead. Work includes visits of approxi- 


mately 1 hour daily except Sundays; emergency calls ; 
occasional hygiene inspections and reports. Medic: Officer 
must supply a deputy when he is not available. Salary £400 


D.a. (no 

salary. 
‘Application forms from The Director of Prison and Borstal 

Buildings, Broomhouse-drive, Saughton, 
nburgh, 11. 


STOCKPORT. COUNTY BOROUGH OF STOCKPORT. 
SCHOOL MEDICAL OFFICER (Man or Woman). Applicants 
br be registered medical practitioners. Salary £950—£50— 
300. 
Application forms and details from Director of Education, 
Town Hall, Stockport. Canvassing disqualifies. 


BERMUDA. A vacancy will occur 
PSYCHIATRIST to take charge of a Mental Hospital of 150 
Beds, advise on schools and other Government responsibilities. 
Consulting private practice permitted. Specialist qualifications 
and experience essential, higher medical qualifications desirable. 
Salary £2000. No income-tax. 

Apply Director of Health Services, Bermuda. 


General Practice 


for an Executive Council post (England and Wales) apply on form E.C.164 
Mark envelope ** Vacancy. 


superannuable) but a current review may increase 


obtainable from the council. 


WALTHAMSTOW, London, £.17. Applications invited 
for death VACANCY (urban-intermediate). List at present 
approximately 1900. Residential and surgery accommodation 
may be available. Apply on Form E.C.16a before 18th March, 
1955, to E. Berepagt., Clerk of the Council. 
Essex Executive Council, 131/3, Fillebrook-road, 
Leytonstone, E.11. 


COEDPOETH, near WREXHAM - DENBIGHSHIRE. 
Applications are invited for VACANCY (semi-urban) caused 
by death of practitioner. <> at present 2766. Residence and 
surgery may be available. Applications on Form E.C.16a to 
the undermentioned before 12th March, soem 
TUDOR WILLIAMS, F.C. 
Clerk of the Denbighshire and Flintshire ‘Bescutive Council. 
11, Grosvenor-road, Wrexham. 


in June for a’ 


Hospital Services : Non-Medical Appointments 


BIRMINGHAM ACCIDENT HOSPITAL Bath-row 
BIRMINGHAM, 15. SENIOR TECHNICIAN or TECH NICIAN 
(according to qualifications and experience) in Histology 
Laboratory, Pathology Department. ‘onsiderable histological 
experience essential and general experience in hospital laboratory 
technique desirable. Whitley Council terms. Further particulars 
from Consultant Pathologist. 

Applications, naming 2 professional referees, to Administrator. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Assistant Works Medical Officer, Imperial Chemical! 
Industries Limited, Wilton Works, near Redcar, in Cleveland, 
Yorkshire, requires the services of an additional Medical Officer. 
He will be responsible to the Senior Medical Officer who, with 
part-time clinical assistance and nursing and administrative 
staff, provides the medical service for the factory oars 
up to 7000 personnel. Candidates with experience of indus 
medicine or casualty work are preferred but Services or general 
practice experience or an Industrial or Public Health Diploma 
would be an advantage. It is a permanent appointment c 

a salary commensurate with experience and qualifications. 
—Application forms may be obtained from the Staff Officer, 
Imperial Chemical Industries Limited, Wilton Works, Middles 
brough, Yorkshire, quoting advertisement reference IC 1/X/216/a. 
Imperial Chemical Industries Limited has vacancies for :— 

(1) A young woman Honours uate who has specialised in 
Zoology or possibly otany. The will 
be concerned with Histopathological work in connection with 
Chemotherapeutic Research. 

(2) A Biochemist with Ph.D. or er research waleing 
and under 30 years of age who be required to conduc 
research in the field of 

The Company’s Research Laboratories are at fo map situated 


in the Nort! chester area but new Laboratories now in 
the course of erection in a rural area about 20 am Ry: South of 
Manchester. 


Applications wit particulars should be addressed to 
the Staff rial Chemical (runsmacoutiens) 
Limited, Fulshaw haw Hall, Ww ilmslow, Manchester 


Plastic Surgeon wanted, well qualified ond trained, who 
would be interested in immigrating to the United States and 
taking out citizenship papers. To be associated with a large 
mid-western plastic surgery Clinic. Guaranteed minimum of 
$10, ne per year net. For right person, $25,000 net income with 

ears is assured. Must spend 6 months in Rotating Interne- 


ahip’ to to fulfil ag ge for State Laws. Private practice 
devoted entirely to surge! rapidly. Senior 
artner retiring. Write all — ars, inclu: —_—e references and 


and extent of general s when you would 

be available.—Address, No. 105, —— mony Office, 7, A 
street, Adelphi, London, W.C.2. 
A Surgeon-Practitioner is required in mid-July, 1955, 
for ba age Districts, Ceylon. Applicants should have a 
Med and be Fellows of 1 of the Ro Co! of 
bstantial retaining fee with 
furnished bungalow, and extensive gene ractice. 
Nursing-home with all facilities, within 3 miles, good climate, 
elevation 4000 feet. Passages paid.—For further particulars 

apply to Honorary, Secretary, Dickoya DocroR SCHEME, 

anarajah Grou ickoya, Ceylon. 
Doctor, 3 years experience in ee photography, seeks 
post as phot pher in any branch of medicine, preferably 
research.—Ad No. 108, THe Lancet Office, 7, Adam- 
street, Adelphi, London, w.c. 2. 
ideal for Nursing-home. ‘close Sloane-equare, 
well-appointed for purpose and first-class order ay 
Direct Cad lease of 31 low rent. Price 
£8000 or 
Cedar 


close offer.—Full Gissons, 18, 
S.E.9. 

The London College of Pharmacy for Women continues 
to train and Dispensers.—Apply Secretary, 
7, Westbourne P. 
Offers wanted for Searnel of Clinical Endocrinology. 
Volumes 1942 inclusive to 1954.—Address, ey 110, THe LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Family Planning Association. 

Sub-fertility Centre. Investigation and advice on treatment of 
sub-fertility poacoeene. Patients accepted only through doctors, 
hospitals and clinics. 

Pregnancy Diagnosis. Specimens of urine accepted for testing 

Hogben Test) from doctors, hospitals and clinics anywhere. 
esults available within 24 hours of receipt of specimen. 

Telephone or write for details : Family Planning Association, 
64, Sloane-street, London, S.W.1 (SLOane 9112). 


Applicants for posts requiring testimoniais copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, Lrp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Microscopes. Highest prices paid for good modern types. 
Send or bring your for valuation.— WALLACE HEATON 
Ltp., 127, ew Bond-street. 

Austin. The New Show Wedels A.30, A.40, A.50 and A.90. 
Limited number of deliveries to proven essential users.—Applica- 
tion form, brochures, easy terms from Austin House, 140-144, 
Golders Green-road, Golders Green, Landon. N.W.11. 


A car for your needs—we can new: 
and 10 ; Sephyr Convertible ; 2; ? 
Coupe and others —BasiL Roy te. ‘ortland-st: 


W.1 (LANgham 1/33). 
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FOR RELIEF OF 


RESPIRATORY GONGESTION 


* Trade Mark 


DECONGESTANT 


Benylin Expectorant offers prompt 
relief from the irritation of 
bronchitis and other respiratory 
complaints. 
Unbeneficial cough is rendered 
more productive and becomes less 
frequent and severe. Nasal stuffi- 
ness, sneezing, and , bronchial 
congestion are quickly alleviated. 
Benylin Expectorant is non-narcotic 
and may be prescribed confidently 
for children as well as adults. A 
mildly tart, raspberry-flavoured 
syrup, it is readily acceptable to 
patients of all ages. 

Supplied in bottles of 4, 16 and 8o fi. ounces. 


= IP): PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) - HOUNSLOW - MIDDX. - Tel: Hounslow 2361 
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Introducing a NEW 
preparation for the 


symptomatic relief of asthma 


DOSAGE: Adult— 
Average dose is one tablet every four 
hours, taken after meals if possible. 


DOSAGE: Children— 
6-12 years: } tablet not more often 
than four hourly 
Under 6 years: as decided by the physician. 


PACKING AND PRICES: 

Tedral is supplied in bottles of 50 and 
500 tablets. The dispensing pack of 500 
Tedral tablets is supplied to chemists ~ 
at 26/-, and 29/- each Enteric Coated. 


Tedral offers in a single tablet, the combined effects of three 
drugs, each of them valuable for the symptomatic relief of asthma. 
THEOPHYLLINE, to relax the spasm of the 

bronchial musculature. 

EPHEDRINE HYDROCHLORIDE, to relieve oedema of the 
bronchial mucosa in addition to relaxing the bronchial muscles. 
PHENOBARBITONE, to relieve the anxiety 

of the asthmatic patient. 


TEDRAL ENTERIC COATED is also available to give symptomatic 
relief of asthma four hours after administration. 


TEDRAL ENTERIC COATED is therefore indicated for 
administration to the patient with nocturnal asthma. 


DOSAGE: | tablet of Tedral and 1 tablet of Tedral Enteric 
Coated on retiring, give eight hours symptomatic relief of asthma. 


No Warner preparation has ever been advertised to the public. 
WILLIAM R. WARNER & CO. LTD., Power Road, London, W.4. 
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